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OBLIGATIONS OF THE PHYSICIAN. 
Dr. R. EMMET KANE. 


“Most reforms in the community are suggested or fostered in the 
medical profession, but owing to the complexities and difficulties of 
political machinery, it seems often to be an impotent factor to 
bring such measures into actual practice. 

Let me cite as an example of my contention the pending bill for 
the sanitary wrapping of bread, a measure which would protect 
bread in its delivery to the consumer from the constant handling 
and infection to which it is now subjected. The protests of the 
bakers and the interference of various political influences will very 
likely handicap or defeat this bill. 

In the case of the present reform in the education of the deaf, 
let us hope that the influence of the medical profession may be 
developed as a stronger and more vital force; that the practical 
demonstration of graded oral work, presented to-night under the 
auspices of the St. Louis Medical Society, may appeal to every mem- 
ber of our organization as an important advancement in the educa- 
tion of this large class of defectives; and that the few members of 
our profession who have been actively engaged in developing this 
useful reform, may count on the active co-operation of every 
member of the profession. 

We are advised that this is the first practical demonstration of the 
oral system of training the deaf by actual work done with pupils 
in various grades that has ever been presented before a medical 
association in America.” 
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RESPONSIBILITIES OF THE COMMUNITY. 


Mr. Rocrer N. BALpwIn.* 


None of us understands just what this thing we call the com- 
munity is, and if we are to speak of what the obligations of the 
community are to’persons in our midst who are afflicted, we must 
speak of those obligations in terms of what results the community 
is seeking to obtain. * * * 

And so we are beginning to say of the deaf, as of others :—“You 
may take your place among men and women as nearly normal men 
and women as you can be, and instead of having to go around with 
a special equipment, understood by only a few, we are now estab- 
lishing an instruction of the deaf which will enable you to go about 
with an equipment as nearly as possible what Nature has given the 
rest of us. You have come into the human fold; we do not set you 
aside to live out your lives apart.” * * * 

And that which Dr. Goldstein represents in the Central Institute 
for the Deaf, that first attempt in St. Louis for the exclusively oral 
teaching of the deaf, is part not of a movement in a peculiar and 
specialized educational field, but a part of a general movement which 
the community itself is backing up in all forms of human endeavor, 
That movement is to the end that all men and women, all young- 
sters may be brought to as nearly normal contact with life as pos- 
sible, in order that they may get as full a share of the happiness 
and joy of life as it is possible for us to give them. . 

Now, that obligation, it seems to me, is clear in the light of the 
newer idea of the full participation of all in our common life. I 
know it seems to many of us hardly worth while at times to spend 
the money, to spend the time of educated and competent people in 
the struggle to bring the abnormal child into as nearly as possible 
the normal ways of life. When we see an educated woman, who has 
been very expensive to educate, devoting herself to two or three 
youngsters just to teach them to speak or teach them to hear, it 
does seem as though it were a very costly experiment, but I do 
not believe that we here to-night would have placed any number of 
college-bred women with their expensive training against Helen 
Keller. Helen Keller alone is worth all the time and trouble of 
college-bred woman, all the patience and money that it has taken 
to bring her out of darkness; for Helen Keller is one of the great 


*Secretary Civic League. 
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spirits of the world and typifies to-day not only the triumph of mind 
over matter, but she typifies the triumph of spirit and of vision and 
of idealism over sordid human interests. I think that she must 
stand to us to-day, who are interested in this course which Dr. 
Goldstein has brought before us, as the typification of this endeavor 
of our present-day American aspiration to bring every one of our 
boys and girls into the fullest possible relationship to life. 

And if we charge ourselves, as each one of us must, with a minis- 
try to this community to see that the community itself adopts these 
methods and ideas which are going to reach out and take hold of 
everyone, I do not care what their color nor what their race, nor 
how humble, nor how poor, to get these people and bring them into 
the fullness of life, we have discharged the obligations of our re- 
ligion, of our ethics, and, too, the responsibilities of our citizenship. 

I am glad to be present at this meeting, to see these St. Louisans 
who are interested enough to come out to a presentation of new 
ideas, and I believe it is the first time that such a systematic, prac- 
tical demonstration as this has been made before a medical society 
This new gospel must be spread; it is up to us not only to give Dr. 
Goldstein and those who are following his lead our moral and in- 
tellectual support, but to see that from this night forth the move- 
ment does not rest, to translate that effort of the few into the com- 
munity obligation, that obligation on the part of all of us to see that 
there is no deaf child in St. Louis and no deaf child in Missouri 
who shall miss that teaching which is going to bring him into the 
most normal, into the fullest participation in the business of life, 
which is really 


and this is not the language of baseless optimism 
—getting better every day. 
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MEDICAL CO-OPERATION. 
Dr. M. A. GoLpsrEIn. 


Pioneer work is not only difficult of performance but is even 
more difficult of promulgation. For many years a few otologists 
in various parts of the world have endeavored to stimulate in- 
terest in the medical profession, pleading the cause of the deaf 
and a more liberal consideration for their proper education and ad- 
vancement. It has been a task beset with many difficulties and 
rewarded with but meager co-operation thus far. The medical 
profession has been more actively interested in new discoveries 
in bacteriology, new opportunities in pathology, new technical 
methods in surgery, new exploits in chemistry and new develop- 
ments in all of the applied sciences that have a direct or indirect 
bearing on medical practice, than in the promulgation and com- 
prehension of a progressive plan of training and teaching the 
deaf. 

Sociologists will tell you that the education of the deaf child 
is as distinctly an obligation as the training of the normal child 
and it is the community that must recognize this constantly in- 
creasing obligation. It is a lamentable fact that deafness, as 
judged from the statistics of our various metropolitan cities, state 
and national censuses, school records, and other reliable sources, 
is increasing in rather alarming proportions. 

The upbuilding of so formidable a structure as the modern 
education of. the deaf can only be accomplished by concerted 
effort. By interchange of opinion, stimulating criticism and in- 
quiry, and scientific research, supported by the medical profes- 
sion, we shall be able to contribute the necessary forces toward 
the development of this vital question. 

It is with this object in view that we have arranged this 
demonstration to-night under the auspices of the St. Louis Medi- 
cal Society. The few of us of the medical profession who have 
been seriously engaged in the study of this important question, 
have been reproached (taken to task) from time to time by our 
colleagues for presenting too much theory and literature and no 
evidence of practical accomplishment. St. Louis will witness 
to-night the first practical demonstration that has ever been at- 
tempted under the auspices of a medical organization where the 
actual training of the deaf child by the purely oral system, from 
his entrance into school work until his acquisition of fluent 
speech, will be presented. 

Our staff of expert teachers have selected a number of pupils 
from this school to demonstrate the progressive steps that are 
taken in the education of the deaf child. 
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The establishment of the Central Institute for the Deaf is the 
outcome of a concerted movement of a number of progressive 
educators of the deaf and a selected committee of prominent otol- 
ogists from various medical centers in America, representing two 
professional activities vitally concerned in the promotion of the 
education of the deaf by advanced methods of teaching. 

This movement has been under consideration for four or five 
vears and was stimulated by several important meetings held 
under the auspices of the American Laryngological, Rhinological 
and Otological Society at Washington, D. C., in 1910, and at 
Atlantic City in 1911, and of the International Otological Con- 
gress in Boston, in 1912. 

At these sessions papers were presented by invited experts to 
set forth the present status of the deaf from both pedagogic and 
otologic points of view. General discussions followed the presen- 
tation of these papers and it was the consensus of opinion that 
a larger movement should be developed by which the united in- 
fluence of the otological and general medical profession and the 
progressive teachers of the deaf could be brought to bear on this 
important question, vitally involving the future of the deaf. 

There is a constantly growing demand for oral teachers; edu- 
cators of the deaf, whether in public or private work, and every 
physician who is consulted about the disposal of the deaf, recog- 
nize the dearth of properly qualified oral teachers. 

In the aim and scope of this institution especial emphasis is 
given to this department of our work; we want carefully selected 
and properly qualified men and women sent to us from every 
section of the land to enter the training school classes that will 
here be conducted by experienced instructors under careful su- 
pervision. 

We are glad of the opportunity to bring the Central Institute 
for the Deaf, its able principal, Miss Ethel M. Hilliard, the senior 
instructor, Miss Josephine Avondino, and a selected number of 
the pupils, the product of our first year’s effort, to your attention 
and | trust that the results which will be demonstrated to you to- 
night will stimulate you, as it does us, with the hope of the splen- 
did opportunities and accomplishments that may be in store for 
the deaf of all classes; that it may induce you to realize that this 
tremendous handicap may be largely overcome by careful train- 
ing in oral and auricular methods and all advanced features of 
education which we have endeavored to adopt in the curriculum 
of this institution. 
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PRACTICAL DEMONSTRATION WITH PUPILS OF THE 
CENTRAL INSTITUTE FOR THE DEAF. 


Eruet M. 


The demonstration which we present this evening has been ar- 
ranged especially to show the possibility of teaching deaf children, 
whether congenitally or adventitiously deaf, to speak and to read 
the lips, and to receive their education by means of exclusively oral 
methods. 

We are not exploiting new discoveries, but demonstrating re- 
sults attained through practical and progressive methods and sys- 
tematic hard work. We claim nothing new. As teachers of training 
and experience in many schools for the deaf, we have gleaned from 
earnest workers with whom we have come in contact or of whose 
work we have heard and read, all the methods, the ideas, the me- 
chanical: helps which we could muster for assistance in our work. 
We base our phonetic work on the system of “Visible Speech” in- 
vented by Alexander M. Bell and adapted for use with the deaf by 
his son, Alexander Graham Bell: the element charts of vowels and 
consonants were devised by Miss Alice Worcester and improved by 
Miss Caroline Yale of the Clarke School in Northampton ; for voice 
culture with the aid of the piano, we follow the suggestions of Miss 
Pattie Thomason of Providence; the mainstay of our work in lan- 
guage is the “Five-Slate System” of Miss Katherine Barry, of the 
Colorado School. 

The oral teaching of deaf children is not new, but there are 
still many people influential in educational circles who do not 
know or do not understand the possibility nor the expediency of 
training deaf children so as to reduce to a minimum the handicaps 
incident to their affliction by giving them speech and lip-reading. 

Before demonstrating to you the results of our work with the chil- 
dren we have here to-night, I wish to answer a few of the questions 
which people unaccustomed to the deaf usually ask, and to say some- 
thing of the methods we employ in instructing these children. 

What is the cause of dumbness? 

Dumbness is merely the result of deafness. A little hearing child 
listens for the first year or so of its life, and then begins to imitate 
sounds, words, and finally sentences. At first, his efforts at speech 
are very imperfect and crude, but he is enabled gradually to correct 
his articulation by means of his hearing. With the little deaf child 
who never hears speech, the case is very different. He has the same 
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organs of speech as the normal child, but he does not learn the use 
of them because he does not hear the speech of others, and hence 
cannot imitate it. He must be taught to talk through mechanical 
means. And unless he is given the special instruction necessary, he 
will remain dumb. 

How does the education of a deaf child differ from that of a hear- 
ing child? 

The difference lies principally in the fact that a means of com- 
munication must -be established between the teacher and the deaf 
child, while the hearing child already has speech and language fairly 
well developed before he enters kindergarten. For the same reason, 
the problem of teaching the blind is a very much Simpler matter 
than that of instructing the deaf. - 


1.—The Five-Slate System. 


Does the deaf child develop mentally in spite of his deafness ? 

The child’s mind at first develops in pretty much the same way 
whether hearing is present or not. The difference is in the power 
of expressing thought, of asking questions, and hence, of under- 
standing more or less abstract things. In the child’s very early life, 
this difference matters little as far as mental development is con- 
cerned, but it becomes very marked when the hearing child begins 
to reach out for information not directly entering into his own 
experience. For this reason, it is most important to begin to give 
the deaf child a means of communication with the world as early 
in his life as possible. The instinct for speech develops in the sec- 
ond and third year of any child’s existence, and if the demand for 
it is met at this time, the process of acquiring it is much easier than 
if the teaching of speech is delayed. This lateness of beginning 
accounts for much of the backwardness of deaf children. Many 
people make the mistake of ceasing to speak to their children as 
soon as the fact of their deafness is established. The deaf child 
should be talked to all the time. It is surprising what it is possible 
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to do with deaf children of two years of age in the matter of teach- 
ing them lip-reading and speech, It is certainly an inconsistency 
to put off the deaf child’s start in speech and speech-reading, and 
then expect him to catch up. with the hearing child, who is several 
years ahead of him in language. 

How do you begin educating a deaf child? : 

Before we answer this question directly, let us see what a little 
deaf child of school age, which is usually six or seven years, is like. 
How is he like a hearing child, and how is he different? The little 
deaf child is subject to the same desires,-the same loves and dis- 


2.—Learning rhythm and accent through musical vibration. 


likes, the same confidence in grown-ups, as is the child with hearing. 
He has played with the same toys, eaten with the same implements, 
slept in the same bed, dressed in the same clothes. He hates to 
wash his face, he loses his cap and gloves, he cries over broken toys. 
But he does not know the meaning of speech and language. He 
does not know that objects have names. He spins his top, but he 
does not know that it is a top. He does not even know that he has a 
name himself. He is puzzled by what he sees other people doing 
with their lips. I suppose it is much the same feeling that any 
child has about writing. He sees someone making marks on paper 
and he knows those marks have a meaning that is beyond him; he 
has someone-interpret into messages of love for him a few scratches 
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in a letter which he cannot figure out at all. So, when the deaf 
child’s education begins, a great revelation comes to him. He soon 
learns to relate ideas with spoken words, and then to speak words 
himself which other people can understand. Life takes on a new 
meaning. The child comes in closer touch with the life around him 
than he ever did before ; he does things he never dreamed of being 
able to do. The mystery of speech has begun to clear up. 


38.—Cultivating the Sense of Touch. 


The first end to be desired, then, is to establish firmly this means 
of communication between the teacher and the child. Heretofore, 
he has been able to communicate with others only by means of 
gesture, which has proved but an inadequate vehicle of expression. 
A vital interest in speech and lip-reading is easily aroused if the 
teacher proceeds cautiously and does not tire the child out with too 
constant work on this technical subject. For it is technical. Most 
of us use our speech glibly without ever stopping to think that it 
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is composed of a number of elementary sounds, each of which must 
be mastered before speech is perfected. We learned our speech 
sound by sound as hearing babies; then we combined the sounds 
and babbled in syllables, before we attempted words. It is the same 
process that must be followed by the deaf child, only—and the differ- 
ence is great—the deaf child has not the ear to be its guide. He 
must learn these sounds by mechanical means. He must be taught 


4.—Practicing tongue gymnastics before a mirror. 


to imitate the positions of the organs of speech, and for this he must 
use his eyes and his sense of touch. 

In other words, his other senses must be made to take the place 
of the sense of hearing. And for this reason, what we call “sense 
training,” a most valuable thing to the normal child, is absolutely 
essential for the deaf child in the acquisition of speech. Its value 
for deaf and for sub-normal children has been realized for a long 
time, and Madame Montessori tells of her discovery of its worth to 
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the hearing by studying what it was doing for those deprived of 
some of their faculties. By means of sense training, the child learns 
to recognize small differences, a very valuable element in gaining 
knowledge or skill in any line. Teachers of the deaf employ ma- 
terial much on the order of that used in the Montessori system, 
when they do not have the Montessori material itself. We have 
some home-made material here, which is, perhaps, just as effective, 
though not so beautiful—nor so costly. 


5.—Learning Sounds through Sight and Touch. 


For the training of sight, we use gymnastics of body, limbs, 
tongue, and palate; we have various exercises for matching colors, 
and for color selection for definite purposes. We give the concep- 
tion of form by means of blocks, slats, tablets, and by requiring the 
reproduction of forms with crayon and pencil. Touch is cultivated 
by the use of the same materials but used by the child with his eyes 
closed. He is allowed to feel the shape of a certain geometrical 
solid, and then required to find it when hidden among other solids 
in a box. Small objects of slightly differing shape are felt and 
recognized again by touch or by sight, Outlines and lengths are 
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used in similar ways, and various texture devices lead up to the 
ability to feel the vibration in a musical instrument, and finally in 


the throat and chest. 
While this training is going on, the easier of the elementary 


sounds are being learned, and gymnastics of tongue and palate are 
limbering up a set of muscles which have hitherto remained inactive. 
At last, the child has perceived the vibration in the teacher's throat, 
which means voice, and is ready by imitation to reproduce the 


6.—Pointing out objects on chart from lip-reading. 


vibrations himself, with his lips, tongue, and palate in a position in- 
dicated by the teacher. And so he acquires his first vowel sound. 
Consonants and vowels are soon combined into syllables, and then 
the young pupil begins to take words and sentences. 

In the meantime, lip-reading has been going far ahead of speech. 
Nouns are learned first, then verbs as the names of actions, the 
order of procedure being lip-reading, speech, writing. The past 
tense of the verb is taught first, for the reason that by the time the 
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child is ready to tell, in speech or writing, what he has done, the 
action is already completed. 

Many mechanical helps must be employed to give the deaf child 
conceptions which to the hearing child come by second nature. 
Language forms, for example, must be impressed upon his mind. 
The most successful device for giving correct construction to pupils 
in their first years in school is the Barry Five-Slate System. Ac- 
cording to this method, the blackboard is divided by vertical lines 
into five columns. After the little child has learned a number of 
nouns, is able also to read easy commands from the lips, and can 
say, “I ran,” he is ready to learn to write his first verb, forming his 
first written sentence. He is given the command, “Run;” he per- 
forms the action, and is placed in the first column at the blackboard 
by the teacher, who writes his name in that column. The verb is 
written in the second column, and a period placed after it to show 
that a complete thought is expressed. Thus the child learns that the 
name of the actor is written in the first (or subject) column, and 
the verb, which tells what is done, in the second (or predicate) 
column. The third column is reserved for the object, the person 
or thing receiving the act; the fourth for the preposition; and the 
fifth for the object of the preposition. This method provides a sys- 
tem of language analysis, or synthesis, explaining the order of words 
in the English sentence, and it is used until the pupil gains inde- 
pendence in expressing himself in correct grammatical forms. 

| Miss Avondino here presented the result of these initial steps 
with a little girl (R. X.) of six, congenitally deaf, who has been in 
our school two months. | 

The purpose of the first year’s work is to give the child expres- 
sion for the experiences of his every day life, and this is done, as, 
far as possible, in language that is read from the lips, spoken, and 
written. The extent to which it is possible to do this is, of course, 
entirely dependent on the ability of the individual child. The little 
girl whom Miss Avondino will show you is unusually bright, and 
will have between 400 and 450 words at the end of the year. 

In giving the idea of time, we use the calendar. Thus is acquired 
the conception of tense, which is very essential to the clear under- 
standing and correct use of verb forms. After the child has 
learned to combine nouns, verbs, adjectives, into sentences, he is 
encouraged to express his thoughts in connected language, that is, 
several sentences on one topic. Originality is fostered, and new 
combinations of words and sentences show the child’s eager attempts 
to use his new power of expressing what he wishes to say. Simple 
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stories relating the experiences of other children, and forming the 
basis for self-expression are read by the child and sometimes re- 
produced, It is but a step from the concrete, the subjective, to 
the abstract, the objective, and thus is begun the accumulation of 
information, of knowledge. 

[Miss Avondino here demonstrated these processes with a con- 
genitally deaf child of seven (E. X.), who, after seven months 
in school, is able to express most of her simple wants and to 
relate many of her experiences by means of spoken language, 
and to write them in simple, connected sentences. ] 

In the second year’s work, the vocabulary is built up rapidly, 
and new tense forms are given. There is considerable branch- 
ing out into fields of thought outside the knowledge gained 
through the senses, and more difficult stories are read. Journals 
of the daily and weekly happenings are written by the pupil and 
corrected by the teacher, who is thus provided with opportunities 
to give desired constructions and to discover the weak points in 
the child’s mode of expressing himself. The pupil is encouraged 
to ask questions, and taught to use the different question forms 
correctly. 


[Miss Avondino illustrated the use of questions with a little 
girl of eight (M. X.), who lost her hearing at the age of four, 
and who has the advantage, consequently, of residual speech and 
good vocabulary. A story of about eight sentences was given 
her by the teacher, and she read the story from the lips, an- 
swered a number of questions based upon it, and then reproduced 
it, in speech. ] 

The use of the piano in the cultivation of the voices of deaf 
children is becoming more and more appreciated. It is not our 
idea to teach deaf children to sing. Our aim is to banish from 
their speech the deadly monotony which so often characterizes 
voices produced by persons who cannot hear their own tones. 
If in teaching a deaf child a musical scale, we can get him to 
give three or four, or even two, different tones, we have gone far 
in relieving this monotony. The piano is used also for giving 
correct accent, the importance of which in the speech of the deaf, 
has only recently been completely realized. Rhythm, taught 
by means of vibrations felt through the piano case, and also 
through the floor, gives the idea of the regular beat in musical 
measures, and the perception of the accented beat forms the 
basis for accent in words. 
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[These points were illustrated with three children, who “sang” 
the scale of C, one child being able to give eight notes of dif- 
ferent pitch. These children showed their understanding of 
rhythm by counting while several pieces were played, changing 
their counts in unison with the tempo of the pianist. They per- 
ceived the rhythm by putting their hands on the piano, and also 
by feeling it through the floor with their backs to the piano. They 
“sang” several songs and gave recitations in perfect poetical 
rhythm. The pleasure derived by the deaf child from musical 
vibration and rhythm is very evident. One of the children 
showed the use of the stressed beat to gain accent. She was 
given several long words to pronounce, such as formerly, capitu- 
late, California, first without and then with the aid of the piano. 
Her unassisted attempts with these unfamiliar words resulted in 
her giving the same value to each syllable, but when she was 
given the chords on the piano, one of which was accented to 
correspond with the proper accent of the word, she immediately 
gave the word its correct pronunciation. | 

One of the most important considerations of the teacher of the 
deaf must be the conservation of whatever hearing is residual 
in each case. Although there may not be enough hearing to 
admit, even with assiduous cultivation, of education by means 
of it, it is much worth while in regulating tones and modulating 
the voice. For the training of remnants of hearing, elementary 
sounds are first spoken in clear tones, either with the natural 
voice or through some mechanical device. When a few of these 
can be recognized, words and sentences are taught. A very 
marked improvement is noticeable after even a little ear-training 
of this sort. 

[Miss Avondino here showed what had been accomplished 
in the case of a child, (EF. X.), born deaf, who had some percep- 
tion of sound but who could not reproduce correctly sounds or 
simpJe words. After seven months of auricular training, she 
could hear sentences of several words. | 

Our work is not confined to the teaching of lip-reading and 
the development of speech. The children are carried through a 
course of study such as is followed in the public schools. They 
study history, geography, arithmetic, just as hearing children do. 
The pupil presented by Miss Avondino lost her hearing at the 
age of three, and is now nine. She is in the fourth grade, and 
her work is equivalent to that done in the fourth grade for nor- 
mal children in the St. Louis Public Schools. 


=. 

oF 


SYMPOSIUM: THE EDUCATION OF THE DEAP. 209 


[Miss Avondino gave L. X. a number of questions in history, 
bringing out facts in regard to the Indians, the early Spanish set- 
tlers, the discovery of the Mississippi, Florida, the English colo- 
nists, and similar topics. With a globe, she showed the little 
girl’s work in geography. All the questions were understood by 
means of lip-reading, and answered in speech. The audience 
was asked to furnish general questions for the child to answer. 
Several were volunteered, and promptly answered. In some cases, 
persons seated at the back of the auditorium put questions, which 
she read at that distance. ] 


Besides the oral school for the benefit of deaf children, we 
maintain a department for those who, in spite of possessing normal 
hearing, do not acquire normal speech. Individual attention is given 
these children, and if their mentality is good, the defect usually 
disappears. 

A very important feature of the Central Institute for the Deaf 
is the normal class for students who desire to take up the profession 
of teaching the deaf. The field for this form of instruction is 
already large, and the demand for trained teachers is growing con- 
stantly as oralism becomes better and better understood and ap- 
preciated. This year we have four young ladies in our training 
class who will receive their diplomas in June, and enter the work 
of oral instruction for the deaf and hard of hearing by taking posi- 
tions in schools or families. 


Statistics point out that about twenty per cent of all pupils in the 
public schools have more or less defective hearing. The possibilities 
of assistance to this large class of children by the use of oral 
methods will be at once apparent. By means of lip-reading, which 
trains the eye to correlate with the ear and thus relieve the strain 
on mind and nerves consequent upon defective hearing, the task of 
learning becomes a vastly easier matter. Many a child accused of 
mental retardation proves that his only difficulty was dulled hearing. 
With the aid of lip-reading, he overcomes his handicap and is more 
nearly able to compete on equal terms with his hearing classmates. 

The study of the science of speech, some of the practical applica- 
tions of which we have presented to you in this demonstration, has 
brought into modern education a new point of view and a means 
of dealing adequately with deaf and hard of hearing children and 
with those having defective speech, which is wide in its applications 
and invaluable as a means of bringing a large number of children 
out of their isolation back into the life of normal people. 


THE NEED OF PROPERLY QUALIFIED TEACHERS 
FOR THIS WORK. 


Mr. J. Stuart Morrison.” 


Whatever the method employed in the teaching of the deaf, it 
must be used intelligently, and trained teachers are needed to make 
it efficient. It is possible for a deaf child to be well educated by 
any method. The oral method, of late years, has been attracting 
particular attention as the ideal one, and has grown in favor as its 
success has been more and more demonstrated. 

I believe that for its own good, its growth has been a little too 
rapid, and for that reason, there has arisen quite a bit of useless 
and unfortunate controversy over the excellences of the various 
methods. More attention should be paid to the training and equip- 
ping of teachers whatever the process of instruction may be. Greater 
progress will be made in the education of the deaf if the standard 
of teachers is raised. It is disgusting to hear a poorly prepared 
teacher vociferously contend that his or her method is the best 
when as a matter of fact, he or she is not prepared to teach suc- 
cessfully by that method or any other. Those who would enter the 
work of teaching the deaf should be instructed as to the difficulties 
they will encounter and then be told the best way to overcome them 
I think that St. Louis and the Middle West are to be congratulated 
that you have here in St. Louis, the Central Institute for the Deaf, 
which [ am sure will fill a much needed want in the preparation of 
competent oral teachers for the deaf. There is a demand for such 
schools of training, and principals and superintendents of state 
schools and other schools all over this country are ever on the look- 
out for trained teachers. There are thousands and thousands of 
persons who, ignorant of the deaf, imagine that they could, with 
very little special study, prepare themselves for teaching the deaf, 
but we who have been associated with the deaf for years, realize 
and know that until such persons have had training and a few years 
of experience, they would scarcely be worth their salt. They need 
first to learn something of the deaf child’s manner of thought and 
form of expression, so that they may the better adapt themselves 
and their methods to his needs. 

The opening up of a means of communication with the mind of 
the deaf child is the most difficult task. There are difficulties in 


*Superintendent Missouri State School for the Deaf, Fulton, Mo. 
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the teaching of language which arise in the instruction of the deaf, 
of which they who have never associated with the deaf have no 
conception. The principal object in the education of the deaf in 
most schools is the development of language. The teacher of the 
hearing has really very little to do with the development of the 
language of his pupils. They absorb it from their environment. 
The deaf child must be taught it, and methods and forms are neces- 
sary to expedite matters and make up for the repetition which in 
developing language is the chief aid to those who can hear. The 
teacher of the deaf must have patience, intelligence, and a knowl- 
edge of how to use the best devices which have been invented for 
the instruction of the deaf. With all of these qualifications and 
preparations, the teacher of the deaf will find great difficulty in 
bringing her pupils to the point where they can write simple lan- 
guage correctly in a reasonable length of time. To the deaf child 
any written or spoken language is a foreign language. The for- 
eigner comes to our country, ignorant of the English language. But 
he comes with a conception of what written and spoken language 
is, because he is familiar with his mother tongue. He learns Eng- 
lish by comparing it with his own language. He has a lexicon to 
which he can refer. He hears the spoken word day after day and 
many times a day, and so in a short time, he is able to make his 
wants known in English. The deaf child comes to school without 
any such language in which to receive instruction. He has no lexi- 
con and has no language to compare his English with. 

The lack of all of these things makes the teaching of language 
to the deaf child most difficult, and, until language has been well 
developed, it is very difficult to develop the reasoning powers, the 
feelings and the will of deaf persons. It is not strange to those who 
are familiar with the deaf that it takes them so long to learn to use 
the language well. After a course of ten or twelve years in school, 
the language of the deaf is. on the average, very much as the lan- 
guage of an intelligent foreigner who has been studying English a 
few months or perhaps a year. 

Teachers of the deaf have to resort to devices and forms to do 
the elementary work in language, which the hearing child acquires 
by absorption. It is the familiarity with these forms and the need 
of them, and with the methods and devices for teaching the deaf, 
that such a special school as you have here in St. Louis is intended 
to impart. 


THE EXTERNAL OPERATION OF THE FRONTAL SINUS.* 
Dr. Ross HALL SKILLERN, Philadelphia. 


It was thought that the last word had been said for all time when 
Killian brought out his bridge method for operating upon the frontal 
sinus. This is true as far as radicalism is concerned. However, in 
our country many potentialities force themselves into consideration 
which in Germany and Austria are completely ignored, at least as 
far as the ordinary patient is concerned. I refer to the after-effects 
of the operation. These include permanent defects or disfugure- 
ment (edema of eye-lids, sinking in of the forehead, contraction of 
the scar, fistula formation) as well as neurosis (hemi-cranial anes- 
thesia, neuralgia, paralysis of upper lid, and diplopia), not to speak 
of the formation of crust and scabs in the nose with its attending 
dryness. 

When we reflect on these possibilities it is with no little hesitation 
that we broach the subject of a complete Killian to one of our bet- 
ter class patients. The reason is perfectly obvious, he or she must 
run the risk of one of these after-effects, the operator inust as- 
sume the responsibility and the diseases may not be cured. (In the 
latter instance I refer particularly to those cases which have com- 
plained only of an old, chronic discharge.) However, the fact stares 
us in the face that something must be done and that something must 
take the form of an external operation, it being presupposed that 
internal operations including all forms of treatment have been 
applied. 

This brings us to the gist of our argument. What forms of ex- 
ternal radical operation shall we advise our patient. Before at- 
tempting to answer this question let us briefly consider the indica- 
tions for this radical procedure. These indications may be divided 
into the absolute and relative: 

By the absolute I mean those cases in which the disease has made 
such progress as to seriously threaten some neighboring organ and 
even life itself. Threatened or actual cerebral and orbital complica- 
tions occupy chiefly this category, and here the prompt performance 
of the operation is essential for the continuation of life. Other in- 
dications which may be classed as absolute, although by no means as 


*Read by title before the Middle and Southern Section of the American 
Laryngological, Rhinological and Otological Society, Cincinnati, March 1, 
1915. 
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urgent as those previously mentioned, are: 1. When the subjective 
symptoms are severe enough to interfere with the business pursuits 
of the patient. 2. When severe exacerbations occur. 3. In abcess 
or fistula formation. 

The relative indications depend largely upon the patient himself as 
well as the proclivities of the attending surgeon. The following 
however may be considered typical: 1. When the headache con- 
tinues with no apparent change in the amount or consistency of the 
secretion. 2. When despite frequent irrigations the pus continues 
fetid, even though diminishing slightly in amount. 3. When the 
x-ray shows a large sinus with many ramifications and the disease 
does not appear to yield satisfactorily to internal treatments. 

Assuming then that no doubt existed as to the indication for an 
external operation we again revert to the question as to what form 
of operations is advisable. Prejudice and bias for any particular 
method should be thrown to the winds and we should consider only 
the future welfare of our patient in deciding this momentous event. 

At this point, however, two conditions may confront us which in 
themselves leave us without a choice and demand certain forms of 
surgical procedure ; I speak of the pathological condition present and 
the anatomical configuration of the parts. 

If internal rupture had occurred causing cerebral or orbital com- 
plications it will be necessary to remove structures regardless of 
everything else until the parts are sufficiently exposed $0 as to insure 
the best probable results. This may necessitate sacrificing both the 
anterior and inferior as well as more or less of the posterior or 
cerebral wall in the endeavor to remove diseased structures, procure 
sufficient drainage and save life. If the patient survives, the cos- 
metic result may_leave much to be desired but his deformity is far 
more acceptable to him than a smooth, unwrinkled forehead coupled 
with a shroud. 

Again if necrosis of one or more of the walls had occurred with 
external rupture, the destruction of bone may make it impossible 
to carry out an idealistic procedure in that particular case, one being 
obliged to resort to the operation of second choice or indeed to one 
that will be adaptable regardless of its general desirability. 

The anatomical configuration of the sinus may also play an im- 
portant part in the choice of the particular method to be adopted. If 
the sinus does not extend high in the forehead it may be entirely un- 
necessary to make the opening above the supra-orbital ridge, while 
in shallow cavities the bridge as advocated by Killian may be, with 
certain limitations, omitted. Again lateral extensions toward the 
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malar bone naturally require a longer incision and a larger area of 
bone resected than for extentions posteriorly. It is of course presup- 
posed that all of these points have been thoroughly studied by means 
of appropriate skiagrams. 

Given then that we have decided to operate upon a case of chronic 
frontal sinusitis which presented nothing unusual either in the course 
of disease nor in the size or extent of the sinus, what shall we first 
consider in performing the operation? To choose and apply surgical 
measures that will give us the best possible result with the least pos- 
sible intervention. 

Let it be here well understood that thoroughness is not to be sac- 
rificed for expediency, but rather over-radicalism is to be curbed 


Figure 1. Killian method of bridge formation on right. Straight method 
with outline of portion of anterior wall to be removed on left. 


and a safe and sane course followed. The complications which can 
follow the external operation may be much more annoying to the 
patient than the mere deformity, as the latter can usually be cor- 
rected with paraffin, or at the worst a plastic operation ; therefore it 
is the former which must be guarded against, keeping, however, the 
possibilities of subsequent deformities always in mind. 

With this end in view and from previous experiences with the 
Killian, Jansen, Kuhnt and Riedel operations I have devised a slight 
modification of the Jansen operation, which prevents the depression 
in the forehead and at the same time allows the operator an excellent 
approach to the ethmoid capsule and places in a safe position for 
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protection that bug-bear of the frontal sinus operator, the lamina 
cribrosa. The principles of this operation are to spare the anterior 
wall, but obtain the requisite space by resecting the superior internal 
portion of the margin of the orbit and the floor of the sinus; thus 
exposing the entire lower portion or funnel of the frontal sinus. 
(Figure 1.) After this has been done the usual procedures are fol- 
lowed, i. e., removal of the diseased mucosa, the ethmoid cells, and 
if necessary, the sphenoid opened. The communication with the 
nose may be enlarged to any desired size by merely removing the 
orbital plate piece-meal with the bone forceps. The wound is closed 
and dressed in the usual manner. 

3eside the advantage of room gained, deformities resulting from 
depression are obviated. The operation is easier to perform 
than the full Killian; being less extensive naturally requires less 
time. The only theoretical contra-indication that comes to mind is 
where the sinus extends far upward on the forehead in finger-like 
projections. In these cases it may be necessary to resect the bone 
to the end of the projections to avoid the formation of a subsequent 
fistula. 

The sex factor is another point of considerable importance in 
choosing our method. In a young, unmarried woman we would 
naturally abstain from an incision which in the male sex would be 
considered a matter of course. We must, however, always bear in 
mind that an external operation partially done is often worse than 
the most extensive radical, for there is every chance that a recur- 
rence will take place, most likely with fistula formation, which will 
not only necessitate a secondary radical but its period of long after- 
treatments and subsequent disfiguration as well. 

The method; then, to be chosen depends as we have seen upon 
many eventualities. We should carefully consider the facts before 
us in each individual case and operate accordingly, taking as a 
maxim to eradicate all of the diseased area with the least possibie 
surgical interference, but not sacrificing thoroughness for expediency. 


2032 Chestnut Street. 
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BLINDNESS INCIDENTAL TO EXTERNAL ETHMOIDAL 
OPERATION.* 


Dr. HARMON SMiTH, New York City. 


Mr. X. was referred to me by Dr. Robert Reese, May 4, 1914, to 
whom he had been sent by a physician in a distant state for the cor- 
rection of eye conditions, to be spoken of later. 

Twenty-eight years ago Dr. O. B. Douglas of New York removed 
a part of the cartilaginous septum to permit of free nasal breathing. 
He was told by Dr. Douglas at that time that there was some obstruc- 
tion in the posterior nares which would ultimately occlude the nos- 
tril, but which the patient refused to have removed at the time. 

Present history: For many years past he has been unable to 
breathe freely through either side of the nose and there has been 
considerable discharge which he has attributed to a catarrhal condi- 
tion. About five months previous to my examination he began to 
cough and was examined by a number of physicians of his city, who 
found no cause in the lungs for the cough. He was then sent by one 
of them to a nose and throat specialist for examination, who found 
the nostril entirely occluded on the left side and partially so on the 
right, and he advised him to come to New York and have the ob- 
struction removed. At this time he was very short of breath and 
coughed incessantly. He again consulted his family physician who 
told him to have another local nose and throat specialist operate on 
him, who he thought, could perform the operation successfully. 

On April 2 an external ethmoid operation was performed on the 
left side by this specialist. During the course of the operation he 
bled profusely and took his anesthetic badly, so that the operator 
only completed one side instead of both as he had intended doing. 
When the dressings were removed the right eye was markedly pro- 
truded and the lower lid particularly was so chemotic that it covered 
nearly the entire eye-ball. Shortly after this his sight failed. At no 
time was there any pain. : 

He was then advised to consult Dr, Robert Reese of New York 
to see what could be done for the eye. Dr. Reese furnished me this 
history :—“When I saw. the patient May 2, 1914, the right eye 
showed marked chemoses of the conjunctiva which protruded be- 


*Presented before the Section on Rhinology and Laryngology of the New 
York Academy of Medicine, February 24, 1915. 
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tween the palpebral aperture. There was ophthalmoplegia externa, 
pupil moderately dilated and irresponsive to light. Media clear and 
the nerve-head showed neuritic atrophy with edema in the surround- 
ing retina. Upward and inward there was a very large sub-hyaloid 
hemorrhage. The veins were tortuous and there was no perception 
of light.” Dr. Reese then sent the patient to me to see if there was 
any pressure on the optic nerve. 


Figure 1. 


Upon examination | found a large, flabby, edematous mass pro- 
truding posteriorly into the left choana and entirely filling this space. 
The left inferior turbinate occupied all of the nasal space and was 
polypoid in appearance. The septum on this side was likewise de- 
flected and united with the middle turbinate, occluding the upper 
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third of the nostril. On the right side there was evidence of eth- 
moiditis and sphenoiditis and a bloody purulent discharge was com- 
ing from both areas. Both sides of the nose being so occluded, the 
patient giving evidence of cachexia and the sight disappearing fol- 
lowing the operation, it was suggested to my mind that the condition 


Figure 2. 


might be sarcomatous. Before coming to me, Dr. Reese had had 
x-ray pictures made which showed involvement of the two antra and 
ethmoid region, likewise showed a piece of metallic substance still 
present in the ethmoidal tract, which proved to be a piece of an in- 
strument employed in the operation. 
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On May 7, I had a Wassermann test made which was negative. I 
also had the blood examined which showed 8,000 leucocytes, 73 poly- 
nuclear neutrophiles. I then advised that the patient submit to hav- 
ing a specimen removed from the left nostril for examination to 
determine the character of the large mass of growth present. Be- 
fore having this done he asked to consult a friend of his concerning 
the matter. This friend advised that he should see Dr. Abrahams, 
who likewise went over the case very carefully and suggested the 
possibility of the growth being sarcomatous. The patient finally con- 
sented to have a part of the mass removed for examination, which I 
accomplished with the snare under local anesthesia. The micro- 
scopical evidence showed it to be myxomatous. 

Following this the entire mass of polypi were removed, at numer- 
ous sittings, from the nose on both sides, each of the sinuses opened 
and drained, and the nasal septum straightened. During the opera- 
tion upon the septum, I found a large perforation, the size of the 
middle finger, high above the junction of the septum and middle tur- 
binate, which had been made by the operator in the course of his 
operation upon the ethmoids. This perforation went through the 
perpendicular plate of the ethmoid and the operator’s instrument had 
evidently penetrated through this into the ethmoidal tract of the 
right side. The presumptive evidence is that in the course of the 
procedure the operator lost his direction and invaded the ethmoidal 
tract of the opposite side from that in which he was supposed to 
confine his labors. 


Whether the blindness was due to direct injury of the optic nerve, 
or whether traumatism within the region of the nerve produced a 
hemorrhage of the cavernous sinus, or whether pressure followed 
the induration of the tissues surrounding the nerve, it is difficult to 
determine. In the course of my operative procedure I removed all 
the granulation tissue from around the piece of instrument broken 
off in the ethmoidal region of the left side and once or twice I could 
detect its presence with a probe. As it was doing no apparent harm, 
I thought it advisable to leave it in place until a subsequent time. 
when the patient could return for its removal. However, a few 
weeks after reaching his native city the piece of metal worked its way 
out, since which occurrence there has been no further trouble. The 
patient has gained in weight, the chemoses have disappeared, and 
barring the loss of vision he is completely recovered. 


The important features presented in this case are: 1. Removal 
of polypi incident to sinusitis should be done under local anesthesia. 
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2. Orientation is maintained far better when the operation is per- 
formed under local anesthesia with the conscious assistance of the 
patient than when the patient is under a general anesthetic. 3. With 
a patient under general anesthesia, with the head in any other than a 
direct line, and with the operator working backwards and upwards, 
there is considerable danger of losing the direction. The misfortune 
of this case might happen to any one of us under similar conditions, 
for the operator was a graduate of one of our leading special 
hospitals in this city and was considered, in his locality, a man of 
considerable skill and technic. 


44 West Forty-ninth Street. 


Operative Treatment of Pronounced Chronic Middle Ear Catarrh. 
Ericu Rutrin, Ztschr. f. Ohrenh., May, 1914, p. 58. 

Ruttin, the master of modern labyrinthine surgery, augments the 
armamentarium of the old school of middle-ear surgery by a little 
straight hook. The instrument engages the handle of the malleus, 
and a little pull is all that is needed to bring the ossicular chain into 
a better position. After the use of the hook the patient feels an 
immediate improvement of hearing, but the otologist need not be 
disheartened by seeing this improvement soon disappear. For the 
disease is chronic. The hook must be pulled every few weeks. The 
new method is indicated where there exists an extremely thickened 
drum, an immobile markedly retracted malleus and strongly impaired 
sound-conduction that cannot be influenced by Politzerization. If, 
in private practice, another very important indication is given, this 
excellent treatment combines with a transient relief to the patient a 
continuous satisfaction to the otologist. GLOGAU. 
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CONGENITAL BONY OCCLUSION OF THE RIGHT 
NASAL CHOANA. 


Dr. Won. J. THomMasson, Newport, Ky. 


H. O., age 29, shoeworker, presented himself at my office May 
13, 1913, seeking relief for deafness and disagreeable discharge from 
both external canals. 

The family history is negative, excepting that the mother and 
maternal grandmother each had a coloboma of the left eye. 

Examination of this patient revealed thé following conditions: A 
congenital coloboma of the iris in the left eye; distant vision 2-10. 
near vision Y.5. 

Both external canals were filled with pus and on cleaning the 
canals the tympanic membrane was completely hidden from view 
by a number of small polypi. 

The nose presented the following conditions : 

The left nostril was large, the turbinates hypertrophied and con- 
gested, the septum high up deflected to the right, the right nasal 
space narrow, the inferior turbinate on the right side absent, and 
the middle turbinate small, of peculiar shape and located lower than 
normal. 

The right nasal choana was completely closed by a bony occlu- 
sion that seemed to be an extension of the septum to the outer wall 
of the nose. The patient had noticed that he was unable to clear 
the right nostril by blowing the nose, but had never discovered that 
he was unable to breathe through it. In other words, this man had 
a congenital bony occlusion of the right nasal cavity for twenty- 
nine years and had never discovered that he did not breathe as other 
individuals. 

Now this man has gained twenty pounds in weight, his hearing 
is much improved, and the discharge from the left ear has com- 
pletely stopped and the right ear has been much benefited. 

Treatment: ‘The polypi were removed from both canals dis- 
closing central perforations in both drum-heads. At a later date 
the middle turbinate was removed and the specimen shows the shape 
of the bone and that it contained one large ethmoid cell. 

Ten days after the removal of the middle turbinate a submucous 
resection of the septum was done for the purpose of correcting the 
deflection and for the removal of the bony wall that caused the oc- 
clusion of the choana. 
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PALATYUM DURUM 


Figure 1. 


DUTTED LINE MARKING BONY OCCLUSION 


FROM BEHIND 


Figure 2. 
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The incision in the septum was made well back, and extended 
from a point high up to the floor of the nose. The tissue covering 
the septum was elevated on both sides in the usual way, back to the 
bony occlusion. The deflected cartilage and bone were now re- 
moved. The next step was to elevate the tissue covering this oc- 
clusion through the button-hole incision in the septum, and I was 
surprised at how readily this was done, as the cut through the tissue 
far back allowed almost a straight line for the elevation of the mem- 
brane covering the partition. 

This bony occlusion now appeared to be an extension of the 
vomer and was adherent to the outer wall of the nasal cavity. The 
bone was about the thickness of the normal plate of vomer that is 
removed in the ordinary resection of the septum. 


BONY OCCLUSION WITH MUCOUS MEMBRANE COVERING 

\ 

/ BOWE \ 


/ 
/ 
ELLIPTICAL INCISION NASAL BASE LINE 


FLAP BROUGHT FORWARD 
Figure 3. 

The next step in the operation, and I believe one of the most im- 
portant, was to get a proper flap to cover the floor of the nasal cavity. 
This was done by making a curved incision commencing at the floor 
of the nose on the outer portion of the nostril and finishing at the 
floor on the inner side. This flap was brought foward and not only 
made a good covering for the inferior part of the wound but also 
allowed a good view for the removal of the bone by the use of the 
chisel and biting-forceps. 


It was an easy matter after the flap was safe to remove the bone 
and the mucous membrane that formed the occlusion, making a 
new choana. When the opening was the desired size, the flap was 
turned inward and backward over the denuded surface and the nose 
dressed in the usual way. 


942 York Street. 


CASE OF NASO-PHARYNGEAL SARCOMA AND TWO CASES 
NASO-PHARYNGEAL FIBROMATA.* 


Dr. HArMon Situ, New York City. 


Case 1: J. 1., male, age 43. Family history, negative ; personal 
history, negative; Wassermann reaction, negative. Patient came 
into the hospital January 14, 1915, complaining of a cold which had 
not responded to treatment extending over a period of five months. 

About six weeks previous to admission he had experienced con- 
siderable pain in the left temporal regions, also in the left ear, which 
has been more or less present since. About three and a half months 
ago he had a severe nose-bleed which seemed to lessen the temporal 
pain for a period of three days. One month after this another 
hemorrhage from the nose was again followed by relief from pain. 
During the past five months breathing through the left side of the 
nose has progressively become worse. About a month ago a part of 
his middle turbinate was removed by a physician for the relief of 
obstructed breathing. No benefit resulted. 

Upon examination there was nothing apparent in the left nostril to 
account for the obstruction, but upon observing the palate on the 
left side, it was seen to hang well down in the pharynx as though 
paralyzed. On examining with a small mirror, a bluish, red growth 
was seen to extend along the left pharyngeal wall and likewise to in- 
volve the soft palate. 

The age of the patient together with the history of the hemorrhage 
and pain naturally led to the conclusion that the growth might be 
malignant. A small piece was removed for microscopic examina- 
tion and was reported as sarcomatous. 

Case 2: SS. §., male, age 21. Russian by birth. Family his- 
tory, negative. I am indebted to Dr. Stanwick, of Yonkers, for re- 
ferring this case to me. His past history of illness does not seem to 
bear on the condition existing, other than that when 12 years of 
age, he was ill for two weeks during which time he suffered from 
severe headaches, and again at 19 years of age, was ill for four weeks 
with a very high fever. 

His present condition dates back one year, at which time he found 
difficulty in breathing on the left side of his nose, associated with 
lessening of the sense of smell. Not until sometime after this, was 
*Read at the meeting of the Laryngological and Rhinological Section of 
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his right side affected. About six months later he consulted a phy- 
sician in Yonkers about his inability to breathe on his left side, at 
which time a small operation was done for the relief of this diffi- 
culty. The operation was associated with considerable bleeding, and 
the patient could see no benefit resulting therefrom. At the same 
time his right side became more occluded until breathing was almost 
impossible. 

Upon examination at the clinic of the Manhattan Eye, Ear and 
Throat Hospital, I found a bluish red tumor of irregular shape pro- 
jecting into the naso-pharynx, apparently arising from the right naso- 
pharyngeal wall. A finger-like projection of this tumor could also 
be determined in the right nasal fossa. 

From the appearance of the growth, I was fearful that the condi- 
tion was sarcomatous, although the patient had had no spontaneous 
bleeding, no pain, had not lost weight, and had shown none of the 
symptoms that might be incident to a malignant growth. I re- 
moved a piece for examination, and received a report from the lab- 
oratory which was subsequently verified by Dr. Jonathan Wright, 
that the tumor was angio-fibroma. 

Fearing the hemorrhage which might occur from the removal 
of such a vascular growth, I determmed to begin immediately the 
injection of monochloracetic acid. Four injections have been given 
up to the present time with a remarkable reduction in the size of 
the tumor. 


Case 3: L.S., male, age 17. Family history, negative. Present 
history: In February, 1914, he began to have partial nasal occlu- 
sion which he considered catarrhal in character. Three months 
later he had a severe hemorrhage from the right nostril which neces- 
sitated having a local physician plug the nose. 


Two months subsequent to this he had another hemorrhage from 
the same side which again necessitated the same procedure. The phy- 
sician called in at this time told the patient that his nasal hemor- 
rhage probably resulted from adenoids. In the course of another 
two months a third hemorrhage occurred at which time he was sent 
to the General Memorial Hospital. 


The examination here revealed the presence of a large post-nasal 
growth, bluish-white in appearance, for which x-ray treatment was 
given for about seven weeks. At the end of this time the patient, 
not having improved materially, except that no further hemorrhages 
had occurred, was transferred to my service at the Manhattan Eye, 
Ear and Throat Hospital. 
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It had been expressed as an opinion based upon the examination 
of a small piece of tissue removed from the nose at the General 
Memorial Hospital, that the growth was probably sarcomatous. My 
examination showed a large bluish-white tumor occupying the entire 
post-nasal space attached to the lateral wall of the naso-pharynx and 
projecting forward in the right naris, occluding that side entirely. 
I removed a small piece of the projection from the right nostril, the 
examination of which showed it to be fibromatous. 

On October 29, nearly nine months after the first hemorrhage, I 
removed the greater part of the growth by means of a heavy wire 
snare. Considerable hemorrhage followed necessitating a post- 
nasal plug. Some days after the plug was removed, the patient 
developed an otitis media which later resulted in mastoiditis. Other 
ear complications also followed, which came near proving fatal to 
the patient. 

By the time the patient had recovered from the ear complications 
the tumor had almost entirely returned; so I decided that the in- 
jection of monochloracetic acid would prove more beneficial than 
operative measures. On December 15, the first injection was made, 
beginning with five minims of the saturated solution ; since that time 
injections have been made at intervals of ten days to two weeks. 
The growth has shown material diminution since these were in- 
stituted. 


44 West Forty-ninth Street. 


Intra-tracheal Nodules of the Thyroid Gland. Sicura, Sem. Med., 
Buenos-Aires, Feb. 26, 1914. ; 
On the left and posterior walls of the trachea a round, smooth 
tumor was observed. It was about.the size of an almond and was 
covered with an apparently healthy mucosa. It almost entirely oc- 
cluded the tracheal lumen and caused the patient frequent choking 
spells with syanosis. Removal of tumor which proved to be encap- 
sulated, together with portion of thyroid. Recovery. Examination 
showed the tumor to be an aberrant, slightly sclerotic portion of the 
thyroid gland. Ep. 
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PARENCHYMATOUS GLOSSITIS FOLLOWING SUBMUCOUS 
RESECTION OF THE SEPTUM. 


Dr. Frank C. Raynor, Brooklyn, N. Y. 


Severe inflammatory affections of the tongue are in themselves 
rare, but occurring as a sequel to intra-nasal operations they are 
unknown in the experience of the writer, nor has any report of such 
a case fallen under his observation; therefore the following seems 
worthy of record: 

H. H., age 26 years, single, American. First seen in the Brooklyn 
Eye and Ear Hospital Clinic on November 12, 1914. Examination 
showed septum deviated anteriorly to the right, and posteriorly to the 
left. Submucous resection by the house-assistant on November 16; 
dressed on November 17. Seen again on Nevember 20 and apparent- 
ly doing well. 

On November 22 patient awoke with a “sore throat” which grew 
worse during the day so that he was unable to swallow. He con- 
sulted a local physician who prescribed a gargle. Continuing to 
grow worse, he applied to the hospital and was admitted on the eve- 
ning of November 23. On examination the tongue was greatly 
swollen, completely filling the mouth, and protruding, dry and 
coated ; patient unable to swallow anything. No associated stomatitis, 
and the pharynx, so far as could be inspected, showed no infection. 
Axillary temperature 103.4°. He complained of only slight tender- 
ness on pressure over submaxillary glands. An unsuccessful at- 
tempt at passing a tube to the stomach by the nasal route was made. 
Mouth wash of Dobell’s solution. Patient passed a very restless 
night. Considerable cough, expectoration and salivation and this 
continued till convalescence was established. Chest negative. 

November 24: Morning temperature 101°. Hourly irrigations 
of hot saline were ordered, and after two were given patient could 
swallow fluids quite comfortably, Magnesia sulph. 5ss ordered. 

At 3 p. m., temperature 103°. A culture was taken from the 
tongue near the frenum, which was somewhat abraded from con- 
tact with the teeth, and this proved the infection to be streptococci. 

November 25: Morning temperature 98°. Evening temperature 
99.4°. The local symptoms improved during the next two days, but 
there was a slight rise in temperature reaching 101.4° on the eve- 
ning of November 26. There was a little pus under the flap in 
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the nose, but culture taken showed no streptococci. A blood culture 
taken on November 25 gave staphylococcus pyogenes albus in pure 
culture. On November 27 the temperature rose to 104.4° and an 
autogenous vaccine (100 millions) from the blood culture was given. 
The face was flushed and somewhat swollen and a diagnosis of 
facial erysipelas was made. The temperature continued high for 
the next twenty-four hours, reaching 105° on the evening of Novem- 
ber 29 and the erysipelatous eruption became more pronounced and 
extensive. Ichthyol ointment 50 per cent applied. 

November 29: Morning temperature 99.4°. Evening tempera- 
ture 104.4°. Patient complained of headache and general body sore- 
ness and was in a condition of stupor, and had profuse sweats. 

November 30: Temperature ranged from 98.4° to 102.4° and a 
second injection of vaccine (150 millions) was given. 

December 1: Highest temperature 102°. December 2: Tem- 
perature came down to normal and there were no further elevations, 
but it ran subnormal for three days, and then came back to normal. 
The eruption extended until it involved both ears, and then gradually 
subsided. Patient discharged cured December 9. 

Of the general treatment there is little to say. The bowels were 
kept open by salines. Tinct. Ferri Chlor. m. t.i.d. was given from 
December 1 to December 5, and then Elix. Ferri Quin, et Strych. till 
his discharge. The ice-cap was used when the temperature went 
over 103°. The diet was liquid as long as fever was present and 
then gradually changed to “light” and “full.” 

Some of the points in this case of especial interest to me are: 

1. The appearance of a severe infection of the tongue following an 
intra-nasal operation without any apparent pharyngeal involvement 
—unique so far as I know. The absence of any other assignable 
cause from the history and examination of the mouths of some of 
the family and of his fiancee, leading me to believe the submucous 
operation was the causative factor. 

2. The different bacteriology of the mouth and the blood, also 
the appearance of a severe facial erysipelas five days after the tongue 
infection, a streptococcic disease, while the blood still showed 
“staphs.” 

3. The prompt relief of local symptoms by the hot irrigations. 

184 Joralemon Street. 
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PRELIMINARY REPORT ON THE CONNELLAN-KING DIP- 
LOCOCCUS INFECTIONS OF THE THROAT.* 


Dr. JAMEs JosEpH Kinc, New York City. 


Case 1 was that of a physician who was first seen on November 
27, 1914. He complained of sore throat and pains over the body; 
temperature 105.6° F. He was delirious and in a severe chill. Both 
tonsils had the appearance of a follicular tonsillitis. He was ex- 
ceedingly toxic. Urine showed albumin, hyaline and granular casts. 
The next day the temperature was 102° F. A diplococcus, which 
for lack of a better name has since been called the Connellan-King 
diplococcus, was isolated from the deep crypts of each tonsil. His 
nephritis, slight elevation of temperature (99° to 100° F.) and toxic 
appearance persisted until he had received three injections of an 
autogenous vaccine. 

Case 2: A physician in Atlantic City had a mild tonsillitis in 
April, 1914, which apparently was well after a few days. In June, 
1914, he became affected with arthritis of ankle and knee, and later 
develoved endocarditis, myocarditis and nephritis, with albumin, hya- 
line and granular casts in the urine. He was confined to bed alto- 
gether for twelve weeks. In the fall of 1914, he was able to get 
around, but was not considered well. In December, 1914, this 
same diplococcus was found in pure culture in the deep crypts of 
both tonsils. Three injections of an autogenous vaccine cleared up 
all infection. Later his tonsils were enucleated, and his physicians 
now pronounce him a well man. 

Case 3: A lady from the south was referred to me by Dr. Virgil 


P. Gibney for treatment of a sore throat and cold. The diplococcus - 


was isolated from the crypts of her tonsils. She returned home be- 
fore the vaccine could be prepared, and her physician, Dr. Perry 
Bromberg, of Nashville, informed me that she declined the use of 
the autogenous vaccines. 

Case 4: A Baltimore lady whose chief complaint was a severe 
asthma following a very mild tonsillitis and pharyngitis. The same 
diplococcus was isolated in pure culture from the deep crypts of each 
tonsil. The asthma was of a most pronounced type and ordinary 
treatment had little effect upon it. She became quite comfortable 


*Presented before the Laryngological and Rhinological Section of the New 
York Academy of Medicine, March 24, 1915. 
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after one injection of autogenous vaccine, and two more injections 
cleared up all asthmatic symptoms. No recurrence to the present 
time. 

Case 5: Clinic patient of Gouverneur Hospital, a boy 15% years 
of age, the appearance of whose left tonsil together with a left cer- 
vical adenitis and general toxic condition led me to make a tenta- 
tive diagnosis of sarcoma of the tonsil, an opinion concurred in by 
Dr. W. W. Carter. Wassermann reaction negative, tubercular test 
negative, and a section of tonsil was reported negative for malig- 
nancy by two competent pathologists. Culture from the deep crypts 
of this tonsil showed the same diplococcus, with a few streptococci 
viridans present. He is now receiving autogenous vaccines, and is 
markedly improved. : 

Twelve other patients with various symptoms were reported. 

In all, the cultures were made from the deep crypts of the tonsils. 
All the cases were private patients, except the one whose condition 
simulated a sarcoma of the tonsil. Two had such serever arthritis 
that they were confined to bed, and were very sick for about twelve 
and fourteen weeks respectively. Two patients had a grave nephritis. 
All of the sixteen patients except two received the autogenous vac- 
cine. One of these two who did not receive treatment with the 
autogenous vaccines has since been operated upon in Boston for 
calculus in the bladder. Two of the series who did not receive the 
treatment until many months after their first attack of tonsillitis 
suffered most serious complications; in one, the arthritis has been 
entirely relieved by the autogenous vaccines, and the other has been 
so much benefited that she is able to get along without her crutch 
after five injections of the vaccines. All of the fourteen patients 
who have been treated with autogenous vaccines are gratified with 
the great benefit received. Some of the cases treated from the onset 
of their throat infections have had serious complications which were 
relieved by the autogenous vaccines, while two in the series in whom 
tonsillitis were very ill for nearly a year. 
the diplococcus was not isolated until many months after the initial 
40 East Forty-first Street. 
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THE RESPONSIBILITY OF THE PHYSICIAN IN ORAL 
INFECTIONS.* 


Dr. W. H. Haskin, New York City. 


In 1908 I wrote a paper which was entitled, “Some interesting 
cases of diseases of the alveolar processes,” published in the Decem- 
ber issue of the Annals of Otology, Rhinology and Laryngology. 
After relating a number of cases of different conditions, I said: 
“The foregoing cases only serve to illustrate the condition of many 
thousands of patients seen by us but not recognized, our attention 
not being called to what the patient believes to be a condition belong- 
ing in the province of dentistry. Unfortunately, there are very 
few dentists, in the great numbers of those licensed to practice, who 
are qualified, either by experience or through their college educa- 
tion, to recognize the nature of these cases or the seriousness of 
allowing them to run on indefinitely. There are, alas, too many who 
will persist in treating these conditions through the minute root 
canals. As Professor of Oral Surgery in the New York College 
of Oral and Dental Surgery, I saw a great many cases of these 
fistulous tracts, and in all cases of long standing I advised the free 
opening of the alveolus and the removal of all carious bone wher- 
ever found, either with or without the extraction of the teeth, that 
depending upon the condition of the bone immediately surrounding 
the teeth. Often it will be found that only one root is involved and 
that this can be amputated; thus saving the tooth but curing the 
septic tract. It is absurd to say that it is best to treat these cases 
through the root canals, when one has once seen the extensive de- 
struction of the bone that will be found in all long-standing cases, 
and we should urge that surgical measures be used in all cases 
where there has been a so-called gum-boil which fails to heal and 
leaves a fistulous tract, however small the opening may be, for they 
are in reality cases of suppurative alveolitis, which have opened 
through the external alveolar plates only after actual destruction of 
bone.” 

In that paper the use of the small film for taking the individual 
teeth by means of the radiograph was advised and several were 
shown. 


*Read before the Washington Heights Medical Society of New York, March 
23, 1915, and New York State Society, Buffalo, April 27, 1915. 
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In another paper in 1912, I said: “It has been most discouraging 
in the years gone by to awaken any interest among medical men to 
the great importance of these conditions,” and also, “the utter in- 
difference of most medical men to the presence of so many septic 
foci, which can be so readily found, is almost beyond belief and the 
only excuse possible is that they are ignorant of the teeth and jaws 
and cannot reason out the connections between these local and gen- 
eral conditions in consequence.” 

When we consider the entire neglect of any instruction on these 
lines in our medical colleges we do not wonder at this fact. It 
is most gratifying to see the profession waking up at last, for there 
is a grave necessity for it, if we are to accomplish any good. 


Figure 1. Normal development 5% years. Note position of 6th year; 
molars just erupting and of lower 12th year molar in its crypt with only 
crown formed. Bicuspids somewhat more developed lie between roots of 
deciduous molars. Note proximity of bicuspids and molars to dental canal 
and the position of the upper and lower canines. 


I wish to say here that there is a most remarkable awakening in 
the dental profession and that we owe a great debt to a group of 
men in that profession who are doing splendid research-work and 
who are giving their results unstintedly to the world. Unfortu- 
nately they are in the great minority and my remarks quoted above 
still hold good for the great majority of dentists, so that we must 
learn ourselves just what does constitute good dental work. 

We must realize that almost all of the conditions with which we 
have to deal in our adult patients can be traced directly back to 
infancy, so that, in order to make our fight, it is necessary that we 
understand something about the influence of the teeth and their de- 
velopment upon the whole system. 
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Although at birth no teeth are visible, still there are normally 
twenty-six tooth-germs present in each jaw and calcification is well 
under way in the deciduous teeth. As each tooth develops from its 
crown towards its root it pushes its way outwards occlusially, the 
development in the upper jaw being always downward, forward and 
outward, and in the lower, upward, forward and outward. In normal 
development the lower teeth should lie just within the upper jaw 
with the lower molars occluding slightly in front of the upper mol- 
ars. With this occlusion it will be seen that every effort of nature 
tends to spread the upper jaw and to push forward the lower at the 
same time. 

As the teeth grow and erupt it is necessary for them to be held 
in place; hence the alveolar processes enlarge and a great deal de- 
pends upon the completeness of their growth both in size and in 
density. They are merely temporary structures which disappear 
entirely when all the teeth are lost. They can be likened to the 
muscles, in that they need exercise if they are to develop. Unless 
the proper amount of exercise is given not only will the teeth be 
slow in developing and be structurally weak when erupted but their 
supporting alveoli will be insufficient, either to guide the teeth into 
their proper positions or to hold them securely after eruption. Early 
mal-occlusion is invariably followed by early loosening of the teeth 
from the efforts of mastication alone. 

As the growth of all tissue depends upon the amount of stimula- 
tion it receives, so does the development of the teeth and the alveoli 
depend upon stimulation, this being brought through three great 
forces. The first is the stimulation caused by the muscular efforts 
made at nursing and the pressure of the gum margins against the 
nipple ; the second is the great traction and pushing effort made by 
the tongue in motion and when in repose, providing that the child is 
not a mouth-breather. In a normal mouth, as soon as it is closed, 
we swallow and unconsciously produce a vacuum in the mouth 
which causes the tongue to cling to the roof of the mouth and spread 
out laterally and forward against the teeth. The lower jaw then 
drops slightly, being held up by the action of the tongue which thus 
tends to pull down the roof of the mouth and increase hte height of 
the nasal cavity and also exerts a continued pressure outward and 
forward on all the teeth, helping nature in her efforts. Third, the 
tremendous stimulation of both teeth and alveoli made in mastica- 
tion should be understood, for it is inestimable in its value. 

Probably every medical man tells his patients to eat slowly and to 
masticate thoroughly in order to aid digestion. Undoubtedly that 
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is necessary but during childhood sufficient mastication is absolutely 
necessary if we are to hope for strong teeth and jaws. 

The observations of Dr. A. Hirdlicka of the Smithsonian Institute, 
after studying 960 Apache and Pima Indian children for comparative 
anthropology, is certainly most interesting. He says: 1. There was 
no abnormal narrowing of the maxillary arch nor protrusion of in- 
cisors, and no irregularities, except sporadically a little crowding of 
the incisors, and that the arches were broader in the second tempo- 
rary molar region than in the case of whites of the same type of 
skull, with the bones generally heavier. 

2. That in all his personal experience he never saw a case of ade- 
noids nor knew of a tonsillitis in an Indian child, although he made 


Figure 2. Normal development and occlusion of 7th year. 6th year 
molars fully erupted. Note perfect occlusion of all teeth. All upper teeth 
without the lower and molars occluding slightly posterior. 


careful observations of the breathing of the children both awake and 
while asleep. 

3. The Indians have had, and still have, the habit of keeping up 
the nursing of the child until the second or third year, or even later ; 
and the important fact was developed. that the Indian mother gave 
her child various things to chew very early, while she still continued 
feeding late; here we have the double value of use and a natural 
sterile and easily digested food, supplemented by early more or less 
solid foods. 

4. When asked if open-air sleeping did not prevent adenoid vege- 
tations among the Indians, he quoted many facts to show that often 
the Indian (the Pima for instance) slept under the worst possible 
ventilation; the mud hut is often completely closed by blankets 
against air, and many sleep in one room. 
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5. He accentuated again his idea that evolution was going on in 
the human skull, face bones, base of skull, and teeth, and that it is 
largely due, so far as the jaws, teeth and facial bones are concerned, 
to lack of use of the organs of mastication. This tendency to de- 
generacy, due to disuse and the still advancing evolution, must be 
recognized as an important factor in all of our considerations. 

His observations surely point to the importance of the mother’s 
breast-feeding. Much research-work is demonstrating the fact that 
cow’s milk or any other artificial feeding of infants can never give 
the infant that something, be it thyroid, thymus, pineal or other inter- 
nal glandular secretion, that insures a normal development of bony 
tissues. 

The question raised by the internal gland secretion is a most 
interesting and important one upon which a great deal is becoming 
known, but time will not permit us to more than mention it here. 

At about the sixth year the four most important of all the teeth 
erupt as.molars. They are the first of the permanent teeth and on 
them falls the burden of developing and holding the jaws in their 
proper place during the shedding of the deciduous molars and ca- 
nines, and the eruption of the permanent bicuspids and canines, dur- 
ing which time the greatest downward and forward development of 
both upper and lower jaws take place. 

One cannot emphasize too strongly the necessity of watching these 
teeth from the time of eruption. As outlined above, in these days, 
owing to lack of stimulation and proper food, our teeth are very 
apt to be structurally weak at eruption and begin to decay at a very 
early age owing to the softness, so-called, of the teeth. This con- 
dition can undoubtedly be overcome if the proper stimulation be 
given to the teeth or jaws early in life, by regular, daily and sys- 
tematic exercises of chewing on rubber blocks. 

Too little attention is paid to the deciduous teeth, as the great ma- 
jority of dentists do not understand the importance of preserving 
them intact in the jaws until the normal time has come for them to 
be shed. Shifting of the teeth takes place very rapidly and such 
shifting must necessarily interfere with the normal eruption of the 
permanent teeth. 


Case 1: During the winter I was compelled to operate upon a 
child for both mastoids and am firmly convinced that her infection 
was directly traceable to the jaws. Five weeks previously her den- 
tist had told her parents that three roots of deciduous teeth would 
come out of themselves, although she had had two gum-boils over 
them, leaving fistulous tracts. Two weeks later she had an attack of 
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ulcerative stomatitis which lasted about ten days and was followed 
by double tonsillitis, suppuration in the left ear and mastoiditis, 
which had developed into a subperiosteal abscess when she was 
brought to me. The same day the mastoid was opened, the roots 
were extracted, a large alveolar abscess was opened, the deciduous 
molar tooth under the abscess was extracted and an enormous ade- 
noid was removed. 

The patient did very well and was sent home on the tenth day 
but on the fourteenth day the right ear became involved and went 
on to mastoid operation in spite of early treatment. Had this child’s 
jaw received proper care, we can hardly doubt that she would have 
been spared the subsequent suffering. 


Figure 3. This shows how the upper 6th year molar has moved forward 
because of loss of 2nd deciduous molar, so that posterior cusp alone occludes 
with lower molar. This will cause impaction of upper and destroys the 
force of nature in forcing the anterior growth of the lower. 


This brief outline of the importance of early development must 
serve only to effect a deeper study of these conditions which must 
be understood in order to get a true appreciation of the many factors 
entering into so much of the alveolar conditions. 

Without dental caries it is exceedingly rare to have any inflam- 
mation of the dental pulp without which you very rarely if ever 
have apical abscesses. 

These, however, do exist in countless numbers as can be demon- 
strated by means of the radiograph, if no fistulous opening can be 
found leading to them. The dangers of these septic foci cannot be 
too strongly emphasized, for the toxemias resulting from them are 
most insidious and far reaching, no part of the body being exempt 
apparently from attack. 
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The lowering of the general vitality is perhaps the most serious 
factor that has to be considered as it makes the individual just so 
much the more susceptible to infections of other kinds. We cannot 
take up the bacteriology in detail, but it is rather suggestive to study 
the reports of the research works of the University of Minnesota, 
and of Dr. E. C. Rosenow and note how large a percentage of these 
apical abscess conditions give pure cultures of the streptococcus 
viridans, this being the organism that causes ulcerative endocarditis, 
gastric ulcer and various rheumatic joint infections. It is extremely 
hard to convince both doctor and dentist and also the patients them- 
selves that there is any danger because so often there is no pain or 
even sensitiveness. 

Pyorrhea or Rigg’s disease is receiving great and deserving noto- 
riety in all our journals these days and undoubtedly great good will 
come out of it in the end but do not be led into any false hopes by the 
great number of cures reported from one source or another. The 
latest theory put forth is that the poor endameeba is the sole cause 
and he is being pursued relentlessly with emetip and ipecac. I 
wish to state here most emphatically that no advanced case of pyor- 
rhea has ever been or ever will be actually cured by emetin or any 
other drug, either with or without scaling of the teeth, for the rea- 
son that when the pericementum has once been separated from the 
cementum of the tooth it can never re-adhere and consequently there 
will always remain an area of dead cementum which will foster 
growth of bacteria for the rest of time or as long as that tooth 
remains in the jaw. Whether it is wise to retain such teeth in the 
head must depend entirely on the actual extent and location of the 
exposed cemental surface and upon the treatment which the patient 
will undergo at regular short intervals. There is only one successful 
method of handling these cases and that is to prevent its ever get- 
ting started and in order to do this we must understand the true 
underlying causes as outlined above. 


Failure to properly cleanse the teeth daily results in mucin plaque 
deposits in which the saliva deposits salts, thus forming tartar. 
These deposits irritate the gingival borders which become swollen and 
bleed easily. It gradually causes a recession of the gums and extends 
up along the teeth separating the pericementum even to the apices of 
the teeth and causing inflammation of the adjoining alveolar tissues 
with actual destruction of the bone itself in advanced cases as is 
shown in the illustration. The secretions that pour out of these areas 
contain bacteria of every kind and of late active endamcebae have 
been found in all cases and much of the destructive process is 
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claimed to be the result of their activities. Drs. Barrett and Smith 
of Philadelphia and Drs. Bass and Johns of New Orleans, claim 
wonderful results from the use of emetin and also ipecac in re- 
moving the endamcebae and curing cases, but do not be led astray 
by any false hopes, by this or any other method of treatment, unless 
the case has begun treatment at a very early stage and then is kept 
under frequent observation to prevent any advance or recurrence. 
Closely crowded and irregular teeth are almost impossible to clean 
and hence are very liable to early attacks from that alone but added 
to the difficulty of cleansing is the fact that bad occlusion will always 
bring wrong forces to bear on the teeth and they are consequently 
loosened in their sockets at an early age, thus increasing the prob- 


Figure 4. This shows the same condition only reversed, the lower 2nd 
deciduous having been lost. Dental germ of lower 2nd bicuspid was de- 
stroyed. 


To return again to early influence, the failure to properly stimu- 
late the jaws and teeth during the formative stage results in soft or 
structurally weak teeth which decay very early and rapidly, and 
necessitate resort to fillings. 

With the many scientific and skilled dentists that we have, who 
are fighting a tremendous uphill battle against great odds the fol- 
lowing statements I am sure will meet with unqualified approval, 
for there is no doubt but that many of the most serious conditions 
that we see so frequently are the result of bad dental work and the 
patients would have been much better off had the dental work not 
been done. 

Improperly prepared cavities, badly contoured fillings, failure to 
secure proper occlusion and proximal contacts, failure to properly 
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prepare and fill root canals and pulp chambers, placing crowns on 
live teeth over the enamel and leaving the edges of the crowns free 
from the surface of the teeth so that secretions and food are bound 
to collect under them, putting pivot teeth on dead septic roots and 
thus locking up sepsis are some of the conditions to be found in 
almost every mouth. In my own experience I have yet to see a 
piece of fixed bridge work that could be called sanitary and was not 
a menace to the patient. This may appear to be a rather rash state- 
ment but it is nevertheless true. 

Case 2: I should like to illustrate this by citing a recent case that 
came into my hands: The patient was a policeman and had suffered 
for seven months with the most severe irido-cyclitis I had ever seen. 
Wassermann was negative, habits excellent and urine normal. His 
eye surgeon, Dr. Wooton had sent him to his dentist at the begin- 
ning of his eye trouble and two bridges had been placed in his mouth, 
but his eye condition grew steadily worse and a bad prognosis was 
given. When sent to me he was a most pitiful sight. I found all 
four anchor teeth of the bridges discharging pus under the gold 
caps and pus also around a crowned canine. Both lower canines 
had some pyorrheal infection. 

The radiographs confirmed my diagnosis and Dr. Ream re- 
moved the five teeth and I scaled and cleaned all remaining teeth. 
The effect was most marvellous. All pain in the eyes ceased within 
twenty-four hours. At the end of ten days the eyes had regained a 
normal appearance except for a small adhesion of the left iris, and 
the fundus was rapidly clearing. On the eighteenth day he was re- 
turned to duty. This brief outline can give no idea of what hap- 
pened when the septic foci in the jaws were cleaned up, but shows 
what can happen when such bridge-work is placed in the mouth. 

Case 3: Perhaps a second case may prove interesting as it illus- 
trates another condition frequently found. An old patient called me 
to see her for a most profuse rhinorrhea and complete nasal stop- 
page of both nares. Her distress was intense and the condition an 
entirely new one from any that I had seen during eighteen years of 
attendance. Her blood pressure was found to be 240 and her at- 
tending physician was called. He could find nothing to account for 
her condition, her digestive organs, urine, etc., being negative and so 
sent for me again. This patient was most unfortunate in early 
childhood and had suffered with extensive necrosis of both jaws 
which left decided deformity. Most ingenious bridges had beer 
worn for years although I had fought against them many times and 
advised removal because of the advanced pyorrhea extending to the 


: 


240 HASKIN: PHYSICIAN AND ORAL INFECTIONS. 


apices. Each time she went to her dentist but he invariably refused 
to take them off and after a few treatments which could not be thor- 
ough because of the presence of the bridge-work, would tell her she 
was all right. 

With this attack she finally consented to be radiographed and 
became convinced of the conditions that existed. The bridges were 
removed and the teeth treated until pus disappeared and with this 


Figure 5. Complete alveolar absorption of pyorrhoea. 


Figure 6. Fixed bridges on teeth with almost complete pyorrhoeal ab- 
sorption. Note fracture of incisor. 


the nasal distress disappeared and the blood pressure gradually 
dropped to 160. Although I had urged removal of several teeth 
because of the advanced pericemental stripping and the alveolar 
destruction caused by the pyorrhea, I was distressed indeed to have 
her call on me recently to show off her new fixed bridgework made 
by another well-known dentist. ‘With this woman’s life-long his- 
tory and condition it was nothing more nor less than a crime to put 
such devices in her head. 
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Case 4: J.S., age 73, a very wealthy man from Pittsburgh was 
brought to me for a sore throat. He had just been operated upon 
for a boil and was decidedly septic in appearance. His mouth was 
in a horrible condition with two removable plates clasped around 
four or five teeth that were so loose from pyorrhea that they could 
be pulled out with the fingers. The upper plate had a gold ring 
soldered on it that cut into the jaw and was supposed to fit around 
the remains of a root which I have here. The upper jaw appeared to 
be affected by an extensive sarcoma although it may have been en- 
tirely inflammatory with necrosis. 

He was greatly surprised when told of his condition and said that 
he went to his dentist (the leading one of Pittsburgh) every month 
to have his plates tightened. I saw him but once as he returned to 
his home that day. 

Case 5: Mrs. A. H. F., 45 years old, came to me in November, 
1914, for a severe spasmodic cough which had persisted for several 
months.. Tuberculosis was suspected but several sputum examina- 
tions were negative. She suffered constantly with rheumatism and 
neuritis. She had very marked hypertrophy of the lingual tonsils. 
I found two blackened remains of molars in the lower jaw, one on 
either side, which were loosened and tender. Her dentist was pre- 
paring them to place an extensive bridge across the jaw to carry 
seven teeth. I had x-ray films taken and found the apices of both 
badly involved and the teeth at such an angle from shifting that it 
would have been most inadvisable to use them as bridge supports 
and so extracted them, much to the disgust of the dentist. A few 
applications of silver nitrate solution were made to the lingual ton- 
sils and the patient has lost her cough and reports that her general 
condition has improved wonderfully and that her rheumatism and 
neuritis have disappeared. 

Case 6: A. §., 39 years old, was sent to me by Dr. T., who had 
extracted the right central upper incisor for an abscess but with no 
relief. The man had suffered for several months with pain, swell- 
ing and recurrent discharge. X-ray showed the lateral to be in- 
volved and badly eroded at the middle of the root. I extracted this 
and found the pulp canal exposed with the nerve intact. The two 
sockets were curetted and patient rapidly recovered. 

Case 7: Dr. J. A. P., 30 years old, came to me in January, 1915, 
for profuse discharge from his right antrum. He had been at Sara- 
nac for two years for tuberculosis and within a year had had his 
right inferior turbinate removed and the mucous membrane of the 
septum and floor curetted for tubercular condition. He had never 
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known what it meant to be free from nasal discharge. The antrum 
was treated through its normal opening with cultures of lactic acid 
bacilli and then with dilute Lugol’s solution. Radiographs showed 
very serious involvement of several teeth and they were removed and 
are presented for examination. The molars had been filled eighteen 
years before and the root canals were full of cotton which was ex- 
tremely offensive. 

He reports that he has never known before what it meant to 
really feel well. His antrum is dry, he is rapidly gaining weight and 


Figure 8. Impacted lower third molar; caries under badly contoured 
filling in first molar and apical abscess at its root. 


has entirely lost his feeling of general fatigue. How much the long- 
standing conditions of his teeth had to do with his tubercular con- 
ditions is, of course, hard to say but I feel convinced that the septic 
intoxication must in large part at least have been responsible for it. 

Case 8: R. W., aged 24 years, was referred to me by Dr. W., of 
Grand Rapids, Mich., in November, 1914. Nine years ago tonsils 
had been removed very successfully but he has continued to have 
pain and apparently sore throat ever since on the left side. He 
had always been very irritable and suffered with nervous indiges- 
tion. I found an impacted lower third molar partially erupted ex- 
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tending out into the cheek and with a deep pocket under the fold of 
membrane. This tooth was removed and gave instant relief and a 
recent letter of grateful thanks for his relief told of a continued 
gain in health and spirits. 

Case 9: Mrs. B. P. M., 29 years old, sent by Dr. P. in October, 
1914, for a large, painful mass on right upper jaw over lateral in- 
cisor. She wore a fixed bridge from left central to right lateral 
incisor and the left canine was very painful, being crowned. The 
x-ray films disclose the quality of the dental work, the caps all pro- 
jecting from the surface of the teeth and the peg in the right lateral 
incisor projecting through the side of the root. 

The mass was fluctuating and proved to be a large cyst. Four 
teeth were removed and the cavity thoroughly curetted under local 
anesthesia. Healing took place rapidly and her dentist then attached 
another fixed bridge in spite of my advice to the contrary. After be- 
ing worn about six weeks this had to be removed and a plate was 
made which has proved to be very comfortable and is far more sani- 
tary. 

Case 10: Miss F. C., age 15 years, was referred to me by Dr. 
S. of Columbia, Pa. The girl was in boarding school here and had 
had several colds. She had lost her voice for about ten days. I felt 
at once that this loss was hysterical as no effort was made to speak 
above a quiet whisper. She appeared to be pale, her appetite was 
poor and she was reported to be mentally depressed. Her tonsils 
and adenoids had been thoroughly removed two years previously. 
Careful examination of the nose and throat showed membranes to 
be very healthy and vocal cords white. On examining her jaws, I 
found both upper sixth year molars to be in bad condition and very 
painful on pressure over the roots. The radiograph proved them 
_ both to be badly filled and with infection at the apices. Dr. Gunn 
kindly removed the fillings and very offensive gas and secretion es- 
caped from both. On the following day the school reported that her 
voice had returned, which bore out the hysterical diagnosis. With 
her teeth cured she will soon regain her health. 

These few cases have been selected from many others to illustrate 
some of the results of bad dental work that we must constantly look 
for and understand if we are to help in the regeneration of the prac- 
tice of dentistry. The importance of that profession is growing more 
and more each year and the future dental training will soon be far 
wider in its scope. In the meanwhile we have got to contend with 
the conditions as they exist to-day and strive to overcome the grave 
dangers that will always result from poor dental work. 

40 East Forty-first Street. 
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REPORT OF A CASE OF RRIMARY MASTOIDITIS. 
Dr. H. BoNNER AND Dr. H. V. Dutrow, Dayton, Ohio. 


Primary mastoiditis is a condition not often met with in every 
day aural practice and it is for this reason that we feel that this 
case should be reported. We have seen reports of cases of primary 
mastoiditis in the literature from time to time, but neither of us had 
ever seen a case. Case history is as follows: 

J. R. Mcl., age 65, presented himself for an aural examination on 
February 25, 1915. Family history negative, personal history nega- 
tive. Present condition: Had an attack of influenza in January, 
1915, and was attended by his family physician, Dr. C. H. Tate, of 
this city. Dr. Tate states that his attack of influenza was not of a 
severe type and after being indisposed for about a week was able 
to attend to his usual business affairs. About a week later, his fam- 
ily physician noticed a slight swelling with edema over the right 
mastoid process. ‘The mastoid tip at this time was slightly painful 
on pressure and he was informed that he might have a mastoiditis. 
The middle ear showed a slight redness of the drum membrane which 
cleared up in a few days. The swelling over the mastoid slowly 
decreased and it was thought the inflammation there had subsided, 
but the patient was not entirely free from a sense of fullness and a 
dull pain in the right mastoid process and ear at any time and finally 
concluded, upon the advice of his family physician, to consult an 
aurist. 

The aural examination was as follows: Luster of the right drum 
membrane was somewhat dulled, slight hyperemia near the margin, 
middle ear inflated easily with a Politzer bag, air- and bone-conduc- 
tion normal, mastoid region practically negative, but upon firm pres- 
sure over the tip of the process, there was a slight tenderness ; tem- 
perature and pulse normal. The nose and throat were negative. 
A twelve per cent solution of phenol and glycerin was applied to the 
ear drum and the patient was ordered to report the next day. 

The following day the patient complained of noises in his ear 
and a sensation as though air were rushing through his ears; the 
tenderness over the mastoid tip was slightly increased and there 
seemed to be a slight sagging of the posterior superior wall of the 
external auditory canal. The patient was treated at the office about 
1 o'clock and about two hours later had a sudden attack of dizziness 
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and fell to the floor. He quickly recovered and was able to be up 
and about as though nothing had happened. About an hour later 
he had a very similar attack, again falling to the floor, but upon re- 
covering was slightly dizzy for a while. 

He was then advised to go to the hospital and submit to an opera- 
tion for mastoiditis which he failed to do thinking that he would get 
well in a short time. He was not considered a good surgical risk 
on account of his age and general condition, and the possibility of 
the mastoid not being involved. He persisted for a week or ten 
days, losing weight and becoming more septic in appearance, when he 
finally consented to the operation. During all this time there was 
only a slight amount of tenderness over the tip of the mastoid pro- 
cess; his middle ear remaining normal except as previously noted. 
At no time was there any rise of temperature or pulse rate. His 
appetite was not good though he ate sufficiently to sustain his vital- 
ity. 

Operation: ‘The incision was made in the usual way, the perios- 
teum was stripped off with ease; there were no fibrous adhesions at 
any point; the bone was very much ebonized; superficial cells con- 
tained a viscid fluid; and after the second or third passage of the 
chisel, a vast amount of thick, yellow pus presented. The entire 
mastoid process was very much diseased and was cleaned out in all 
its ramifications. The auditus ad antrum was very small and ad- 
mitted the passage of a very small Buck’s probe. In cleaning out a 
cell in the bottom of the wound, well down, about on a level with 
the floor of the external auditory canal, what seemed to be the lat- 
eral sinus was opened. The opening was very small, however, but 
it permitted a rapid escape of venous blood. The operation having 
been concluded the bleeding point was packed together with the en- 
tire mastoid cavity. Recovery was uneventful. 

The entrance of the infection to the mastoid cells was by one of 
two routes: viz., through the Eustachian tube, the middle ear and 
auditus ad antrum or through the blood stream. The aural route 
seems by far the most plausible one, the fact that the infection 
left very little, if any, trace of its passage notwithstanding. The 
hemotogenous route is not impossible but very improbable. 

This case was reported primarily to emphasize the fact that we 
must look for suppurative mastoiditis in cases where very few. if 
any, of the cardinal signs and symptoms are present. 


Reibold Building. 
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SOCIETY PROCEEDINGS. 
NEW YORK ACADEMY OF MEDICINE. 


SECTION ON LARYNGOLOGY AND RHINOLOGY. 
Regular meeting, January 27, 1915. 
Dr. HUBERT ARROWSMITH, CHAIRMAN. 
(Continued from March, 1915, p. 191.) 


Case Showing Spontaneous Development of Hemorrhagic Diathesis. 
Dr. WM. W. CARTER. 

The patient is an unmarried man, 25 years of age, a driver by occupation. 
He applied for treatment in Dr. Harmon Smith’s clinic at the Manhattan 
Eye, Ear and Throat Hospital on December 31, 1914. 

His mother died from tuberculosis when he was ten years of age, and 
his father died from the same disease a year ago. 

There is no history of bleeding in either his immediate family or, as 
far as he knows, in the family of either of his forebears. His information 
upon the latter point, however, is meager and his testimony unconvincing. 

He has had the usual diseases of childhood. His general health has 
always been good and he has considered himself healthy and strong. He 
denies venereal disease, and he has never had rheumatism. 

Three weeks before he applied for treatment a small, hard, painless mass 
appeared on the buccal mucous membrane on the right side; this became 
quite large, causing his cheek to protrude considerably. At times this 
mass would bleed freely, but in a few days it became smaller and in two 
weeks had completely disappeared. The same condition then developed 
in a corresponding position on the left side. There was an almost con- 
tinuous oozing of blood, the loss of which weakened him considerably. At 
no time was there any pain connected with the condition. 

The patient claimed to have had a proper amount of food of good quality 
and sufficient variety. He said he ate large quantities of fresh fruit. His 
bowels he said were regular. He had not noticed the color of the stools. 
He had observed nothing unusual about the color or quantity of the urine. 
During the past two weeks he has noticed hemorrhagic spots on the lower 
part of the the body, especially on the thighs. 

Examination of the patient showed him to be well-nourished but paler 
than normal. Heart and lungs normal. Inspection of the mouth siiowed 
on the left buccal mucous membrane a round, dark-grayish mass, about 
two inches in diameter, and protruding about one inch above the gen- 
eral level of the mucous membrane. This mass pushed the cheek outwards 
and gave the latter the appearance of being considerably swollen. On lift- 
ing up the edge of this mass the mucous membrane appeared normal up 
to near the center of the mass where it was attached. It was exactly the 
shape of a mushroom, the stem corresponding to the point of attachment. 
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The slightest movement of the mass caused hemorrhage at the point of 
attachment. There were several dark-bluish petechial spots on the oppo- 
site buccal mucous membrane and an abraided spot where he said the 
first large mass was attached. There were no less than a dozen dark-Dlue 
papules on the tongue about the size of No. 8 shot. The lightest touch of 
a probe to one of these spots caused bleeding. The teeth were in bad condi- 
tion and the breath was very offensive. There were a few subcutaneous 
petechial spots about one-quarter inch in diameter scattered over the lower 
part of the body, and a large number along the inner aspects of the thighs. 

The appearance of the gangrenous-looking mass immediately suggested 
noma, but it was soon seen that the tissues beneath the mucous membrane 
were not involved. The explanation of the large mass seemed to be that 
it was a blood-clot which was decomposing superficially and being con- 
stantly added to at its base. 

The Wassermann test was negative. A differential blood count revealed 
nothing of importance. A culture made from the necrotic tissue only 
gave a variety of bacteria with no specific indications as to a causative 
organism. 

The case cannot be classed as hemophilia because it is lacking in a his- 
tory of heredity. An exhaustive study of the case was unfortunately impos- 
sible, as it was seen only twice in the clinic and then disappeared. I be- 
lieve that the man must have had a severe hemorrhage and that he was 
taken to some hospital; anyway, I could get no information as to his 
whereabouts. 

I regard the case as one of spontaneous development of the hemorrhagic 
diathesis. The etiological factors being unknown. 

As far as I can judge from my own limited experience with hemorrhagic 
cases and from the literature on the subject the best treatment for the con- 
dition is the intermittent administration of calcium lactate and the injec- 
tion of rabbit or human blood serum. 

I would suggest that the hypodermatic administration of pituitary ex- 
tract might be found useful in this condition. 


DISCUSSION. 

Dr. Cocks thought that the best method of treating hemophilia was by 
transfusion, by the Lindemann methud. 

Dr. THURBER suggested that the case reported by Dr. Carter might be 
the beginning of an hereditary line, and that the patient might transmit 
the condition. 

Dr. JARECKY said that the Lindemann or any other method of transfusion 
shortened the coagulation period of the blood, but that it was not per- 
manent; so at present it was not a cure for hemophilia, as the relief is 
only temporary. 

Dr. Carter said that it had occurred to him that this might be the he- 
ginming of an hereditary trait, but that the case could not, as he saw it, be 
classed as hemophilia until the heredity had been established. As Gran- 
didier described hemophilia, he said it was the most hereditary of all 
hereditary diseases. Dr. Carter had reported the case the night before at 
another meeting, and one of the men present had seen two cases which 
corresponded with it exactly. This gentleman had had both cases under 
control in the hospital, and both had died. Nothing that he could do eon- 
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trolled the hemorrhage. Dr. Carter said that he had very little doubt that 
his patient also had died of hemorrhage. 


Peculiar Laryngeal Condition. Dr. 

The patient was a man 65 years of age, engaged in the grocery business. 
Eight months previously he had noted a slight hoarsenes, which gradually 
became worse. There was no pain on phonation or swallowing. On ex- 
amination, a very interesting picture was seen. Almost the entire left 
vocal cord was white. Dr. Freudenthal said that he had seen only one 
other case like this, which had been presented by Dr. Gleitsmann some 
fifteen years ago. In Dr. Gleitsmann’s case the condition was a carcinoma. 
A specimen of the present case was reported by the pathologist to be 
hypertrophy and cornification of the epithelium,—in other words, pachy- 
dermia of the larynx. That was the microscopic diagnosis, but Dr. Freud- 
enthal said that clinically it did not impress him as such, and he was in- 
clined to treat it as a pure carcinoma. After he had removed a piece for 
examination a severe reaction set in, and the patient showed some dys- 
phagia on the left side where the piece was removed. 


DISCUSSION, 

Dr. Hurp said that clinically the case resembled the one which Dr. 
Gleitsmann had presented, but that he himself could not see anything ex- 
cept malignancy. Five years before he had a patient with a very small 
fibrous nodule on his cord, which was removed by the indirect method, 
and reported by Dr. Wright to be pure fibroma. Dr. Hurd said that he 
did not feel satisfied with the microscopic diagnosis and still thought the 
case was carcinoma, and Dr. Wright advised him to go ahead and per- 
form a thyrotomy. This was done, and the growth proved to be a basil 
celled epithelioma. He had seen the patient within a month and there was 
no recurrence, five years after the operation. The specimen had been re- 
ported as pure fibrema,—nothing malignant about it. It had the same ap- 
pearance as the growth in Dr. Freudenthal’s case,—a white fibrous center 
and a red areola. 


Case for Diagnosis, Dr. 

The woman had complained for five or six weeks of hoarseness and 
dyspnea. When presented she had a great deal of dyspnea and a consid- 
erable amount of spasm. The least manipulation of the larynx would 
bring on spasm. During the last two weeks the simple examination of 
the larynx would bring on spasm. She gave a negative history and a 
negative Wassermann reaction. Dr. Hurd said that he had not been able 
to make a diagnosis of the condition, and that he would like to know 
what the members thought of it. It might be sarcoma, it might be pachy- 
dermia, it might be a syphilitic condition—it might be anything. 


DISCUSSION. 

Dr. Kino said that he had been treating a private patient with a similar 
condition excepting that the false cords were not infiltrated as in Dr. 
Hurd’s case and there seemed to be more secretion in Dr. Hurd’s case, and 
that he had been somewhat puzzled to know what the condition was. 
The clinical appearance of Dr. Hurd’s case made him think of syphilis. 

Dr. Hurp, replying to Dr. King, said that the cords were not infiltrated. 
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improved Glatzel Mirror. Dr. Cocks. 
Published in full in Tue Laryncoscorr, March, 1915, p. 135. 
DISCUSSION, 

Dr. QUINLAN said that some years ago Dr. Jonathan Wright had pre- 
sented to the Section an instrument for this kind of work, devised on the 
same basic principles, showing the inequality of the expiration, but it did 
not have the elaborate features that the one now presented amplifies in 
such a very acceptable manner. 


Pocket Instrument for Suspension Laryngoscopy. Dr. Orro GLocav. 
To be published in full in a subsequent issue of Tue LaryNcoscore. 
DISCUSSION, 
Dr. AkrowsMITH said that Dr. Glogau’s modification of Struycken’s 
laryngeal speculum certainly was an improvement on the original and 


would probably prove satisfactory to anyone who familiarized himself 
with its use. 


Clinical Demonstration of New Intubation Speculum. Dr. Henry L. LyNan. 

Dr. Lynah said that the speculum was the last of four models, and con- 
sisted of a beak-billed tooth-plate and an ordinary speculum. He had used 
the instruments on patients from two months of age up to 45 years of age. 
On this little 6-year-old patient he had used it at the second notch, and 
with adults it was used up to the other notches as indicated. 

Dr. IMPERATORI said that he had used Dr. Ingals’ instrument in a case, 
and while he had never seen it before and was not familiar with its 
mechanism, the introduction of the intubation tube through this spatula 
was very easy. 

It would seem that this instrument is more useful for direct intubation 
than the open spatula of Jackson, the Mosher spatula, or the Hill spatula 
attached to the Briinings handle. 

Dr. DELAVAN presented Dr. E. Fletcher Ingals’ forceps for seizing the 
growth at its base and facilitating the application of the galvano-cautery 
loop. 

Dr. VoIsLAwsky said that Dr. Unger had a shield which he would like to 
have him demonstrate. It was especially useful in protecting the face 
where there was danger of having infected secretion expectorated. It cost 
about $4.50, but can be duplicated now for less. 

Dr. Hurp said that he had tried a similar protection some years ago, but 
that the simplest thing was something like an automobile guard with a 
veil, with which one’s own glass and head-mirror can be used. 


Regular meeting, February 24, 1915. 


A Case of Scleroma of the Larynx. Dr. R. J. Hebb. 

The patient, Sarah D., 19 years of age, was born in Southern Russia, 
near Warsaw. Family history, negative. She had scarlet fever at nine 
years of age and diphtheria at sixteen, at which time she was intubated for 
a day and a half, but this caused no change in her breathing. 
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She came to the hospital complaining of shortness of breath, which 
trouble had begun some ten years previously when she began to suffer 
from shortness of breath on slight exertion. This had been growing 
gradually worse, the attacks of dyspnea coming on every day, with 
more and more difficulty in getting her breath. She stated that she had 
lost fifteen or twenty pounds in weight during the last three years, and 
that she had had night sweats about once a month during that period. She 
had a moderate degree of hoarseness. 

On January 4, 1915, she was referred by her family physician, for tuber- 
culosis of the throat, and on January 11, she was admitted to the Man- 
hattan Eye, Ear, and Throat Hospital in the service of Dr. Coffin. The 
Wassermann, von Pirquet, and sputum examinations were all negative. 

Examination of the nose showed what appeared to be a marked atrophic 
rhinitis: there was extensive obstruction in both nostrils, the involvement 
including the nose, uvula, and right pillars, the principal involvement be- 
ing in the larynx. The breathing space was only about 3 mm. wide and 
7or8mm.long. The tissue showed the characteristic pathological findings 
of scleroma. 

DISCUSSION. 

Dr. GUNTzER said that he had seen the case outside the clinic, and he 
understood that Dr. Held had had the patient under observation for some 
weeks. What seemed peculiar was that the nasal cavities had filled up in 
that short time. What we know of scleroma cases is that the growth is 
slow and insidious, as a rule. The rapid growth in this instance seems a 
very unusual phase of the disease. : 

Dr. Herp replied that he could only repeat that the rapid development 
did occur. The growth was undoubtedly scleroma, both from its general 
appearance and according to the pathological findings. He did not claim 
to be sufficiently expert in the study of scleroma to argue the question of 
the rapid growth, but the condition of the patient during the first week in 
January showed both nostrils wide-open, having the appearance of a typical 
atrophic rhinitis. The condition was very pronounced and the narrowing 
of the right nostril had been noticed for the last four weeks. The change 
could be observed week by week. He could vouch for the manner of its 
occurrence. Whether this was a new phase of the condition, he could not 
say, for not much is known about it. The appearance of the growth was 
typical of scleroma, the laboratory tests proved it, and the condition was 
increasing rapidly, especially in the right nostril. 


A Case of Endothelioma of the Trachea. Dr. WoLrr FREUDENTHAL. 

Dr. Freudenthal said that he had presented this patient before the Sec 
tion two years previously. The young man now is 21 years of age, a 
native of Russian Poland. Ai the age of 14, he was tracheotomized on 
account of diphtheria. After that he felt perfectly well up to the time that 
he presented himself for treatment two years ago. Shortly before -that 
he had suffered from dyspnea, especially on exertion. 

Examination had revealed a web-like mass including the greater part of 
the trachea, with only a small opening anteriorly,—undoubtedly due to 
the former tracheotomy. An attempt was made to remove the web-like 
mass under suspension laryngoscopy, but this was not successful as the 
patient was too timid to allow any operation whatsoever. A few days later 
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another attempt was made under general anesthesia, but the patient be- 
came cyanotic to such a degree that a hurried tracheotomy had to be 
performed. All of the visible mass was removed and the space was thor- 
oughly cauterized. The wound healed and the patient was discharged. 

A year later, he returned in the same condition, and again under gen- 
eral anesthesia all the visible growth was removed. 

Nine months later he showed up again, and Dr. Freudenthal began to 
be suspicious of the condition. The patient was put under rectal anes- 
thesia, and with a straight tube an effort was made to remove all of the 
intra-laryngeal mass. The bleeding, however, was so profuse that the 
attempt had to be abandoned before any large quantity of the mass had 
been removed. A few days later, he was again put under general anes- 
thesia, and the trachea was opened, this time opening three rings of the 
trachea in order to get free access to the tissue. Great masses of granula- 
tion tissue were found and removed with very little hemorrhage, and the 
pathologist reported the growth io be endothelioma. 

It was then a question of what should be done,—whether to remove the 
trachea and then try radium, or give radium a trial first. After consulta- 
tion with several colleagues, it was decided to apply radium to the parts 
for twenty hours. This seemed to have a very good effect, everything 
appeared normal, and the patient was discharged. He reported at the 
clinic regularly, and three weeks ago there was nothing abnormal to be 
seen in his trachea. 

When seen four days ago, however, there was a new mass springing up 
from the lateral wall, and another one anteriorly. There is no doubt but 
that this is a recurrence of the endothelioma. The question again comes 
up whether we shall try radium or remove part of the trachea. It may 
be best to remove 4 or 5 cm. of the trachea, and then either tie the end- 
pieces together or, as Soerensen has recommended in the last number of 
the Archiv fuer Laryngologie, put in a tube and have nature form an arti- 
ficial trachea. Soerensen works with Gliick, and they have had more of 
such cases than anyone else. He describes the operation as very simple. 
There does not seem to be any reason why this growth could not be re 
moved without danger, and then radium applied. There are very few such 
cases on record in literature. 


DISCUSSION. 

Dr. Harris said that he had seen an endothelioma of the trachea op- 
erated upon by Dr. Chiari’s assistant in Vienna and had recalled Dr. Freu- 
denthal’s suggestion as to the ease with which the tracheal rings could be 
removed. The patient was a young woman, and it was decided that a 
radical operation was necessary. The operation was, indeed, a very simple 
one, and had every promise of success. The third day, however, the 
patient was seized with a hemorrhage and she died before he left the clinic. 

Dr. Harris said that he did not wish to discourage Dr. Freudenthal from 
doing the operation, but only to warn him against complications. If he 
himself were the victim of such a condition, he would prefer to be let alone. 

Dr. CARTER thought that such a case should be treated endo-tracheally, 
if possible, for as soon as these growths extend beyond the tracheal box 
they, as a rule, become unmanageable, even if the patient does not die 
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from the operation, which is a serious and extensive one. He thought it 
would be better to treat this patient with radium, which might prove at 
least palliative. 

Dr. Hurp said that some weeks ago he was at the Croker laboratory 
where they had been making extensive experiments with radium, and 
their deductions were that it had never cured a case in either men or 
animals; that it is almost useless in the treatment of malignant disease, 
and is only useful in sterilizing an infected malignant field before opera- 
tion. Other than that, it does not do more good than the old-fashioned 
hot iron treatment. 

Dr. G. E. Davis, referring to the question of anesthesia, thought that 
if, at the initial operation, concentrated cocain adrenalin solution had 
been used, all reflexes would have been abolished and possibly the patient 
might not have been so terrified. It probably, also, would have averted 
the necessity of a tracheotomy. It is well known that in all cases about 
the upper respiratory tract that ether anesthesia increases the ten- 
dency to dyspnea; it dilates the blood vessels very much. The contrary is 
the effect of cocain adrenalin local anesthesia. 

Dr. ABRAHAM endorsed what Dr. Hurd had just said about radium, 
which was confirmed by some cases which he had treated. A few months 
ago Dr. Coakley had reported some cases of malignancy of the larynx, and 
at the same time he himself had reported on two cases in which it had 
been tried and proved valueless. In one case of cancer of the tongue and 
larynx a very strong radium had been stitched into the growth at the side 
of the tongue and allowed to remain there for fifteen hours. Dr. Abraham 
said he reported relief of the pain and ear symptoms but a few weeks 
later patient died. This made the third case in which he had tried radium 
without any benefit. : 

Dr. FREUDENTHAL, in response to an. inquiry from Dr. Arrowsmith, said 
that the growth originated about an inch below the glottis. 

Referring to Dr. Harris’ remarks about hemorrhage, he said that that 
might occur at any operation. He had seen the most extensive hemor- 
rhages after opening the maxillary sinus; but that feature would not 
keep him from operating. Of course, other things have to be considered, 
especially the danger of injuring the recurrent nerve. If that were cut 
on both sides, severe complications might arise. 

As to what Dr. Carter had said about endotracheal treatment,—he had 
reproached himself that he had not operated immediately. Still, the 
application of radium endotracheally is somewhat different. The patients 
have reflexes and often commence to cough. He had had some trouble 
once with a little boy and was glad when he got the tube out. 

Replying to Dr. Hurd and Dr. Abraham, he could only say that all the 
members knew that he was always conservative in his statements about 
radium. He had said repeatedly that radium will cure only a small per- 
centage of cases; and he still adheres to that. At the last meeting of the 
German Laryngological Society at Kiel, several men presented positive 
proof of malignant neoplasms cured with radium,—men that could be 
relied upon. 

Replying to Dr. Davis’ remarks about the anesthesia, Dr. Freudenthal 
said that it was his experience that some patients will not let you do 
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anything at all,—no matter what may be given them, bromides, scopolamin, 
morphin or any amount of cocain. They will not stand it, for they have 
made up their minds that they will not stand it. That was the case with 
the boy he had spoken of. He generally uses cocain, as much as the 
patients can stand, and adrenalin afterward. 


A Case of Papilloma of the Cord. Dr. T. J. Harnis. 

Dr. Harris said that the case was not a particularly rare one, but that 
the papilloma was so large that he thought it would interest the members 
to see it. He himself was especially interested on account of the diffi- 
culties he anticipated in removing the growth. 

Some time ago he had reported a somewhat similar case where the 
removal was a very simple procedure. In that case the patient was a 
school teacher, 24 years of age. The mass was so large that when it flopped 
into the glottis it almost obstructed the breathing. It was not particularly 
dense, although the blood vessels could be seen running over it. The 
diagnosis that he made first was fibroma, but the pathologist reported it 
to be an angioma. It was removed in two sittings, two weeks apart, with 
the cold wire snare. There was no difficulty in removing the first portion, 
which improved the voice; then the base was taken off. 

The case now presented, however, offered all sorts of difficulties as 
compared with the earlier one. The patient had had three or four treat- 
ments. He had been examined by the indirect method, and an attempt 
had been made to make an examination by the direct method. The growth 
was far anterior on the right vocal cord. The young man’s voice had been 
lost for some time. He gave a rather vague history. 

Dr. Harris said that the case emphasized a point which he had always 
stood for,—that in many cases the direct method of examination is not, 
called for. Those who have cultivated the indirect method seldom feel 
the need of any other. This case, however, promises a great deal of 
difficulty. 

A third case to which he referred was interesting because of the fact that 
two meetings ago he had reported a fatal case of syphilis of the larynx in 
an Italian who had been under observation for some time, and whom they 
had hoped to cure by the aid of salvarsan, mercury, and iodids. The fatal 
result which ensued in the hospital, however, convinced them that a mis- 
take had been made in deferring a tracheotomy. In that patient there 
was a-very considerabie stenosis, a thickening of the cord, and a limited 
motion of both cords, but especially of one. They had hoped that by 
keeping the case under close observation a tracheotomy could be done if 
necessary, but when the end came there was not sufficient warning to 
afford time for the tracheotomy. The present patient who is presented 
for inspection, is a woman, 34 years of age. Five years ago she was tra- 
cheotomized at the Manhattan Eye, Ear and Throat Hospital for dyspnea, 
and remained there under observation for five or six weeks. After the 
tube was taken out, she left, and had no trouble since until a week ago, 
when she began to experience some difficulty in breathing, and some 
hoarseness. The picture a week ago was the same as shown this evening. 
There was a distinct thickening of the left vocal cord, and reduced motil- 
ity on that side. It is not a distinct paralysis, but the motion is decidedly 
restricted. 
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The Wassermann test was negative, but that is not to be regarded as 
conclusive. .The patient stated that when she was 17 years old she had 
some blood trouble and had a course of mercury and iodid of potash. 
Within the last few years she had married, and had had an extensive 
operation upon the tubes and ovaries. 

Dr. Harris said that from what he could put together he felt justified 
in believing that the condition was a gumma of the left vocal cord which 
had been quiescent for five or six years. From her standpoint she has 
been in perfectly good health, with only a little hoarseness in her speech, 
and no difficulty in breathing. 

She had been receiving anti-specific treatment, and another Wasser- 
mann test would be made in a short while, and she would probably soon 
give a positive reaction, for there could be little doubt of the correctness 
of the diagnosis. 

Dr. Harris said that if this patient’s dyspnea should increase he would 
tracheotomize her, without waiting for an emergency procedure. He prom- 
ised to keep the case under observation and report on it later. 

Dr. ARROWSMITH said that in the case which Dr. Harris had presented 
with a tentative diagnosis of specific lesion of the left side of the larynx, 
that seemed to the chairman the most probable diagnosis. It would seem 
that the limitation of motion was due to the inflammation, and not in any 
way a paretic condition. He thought Dr. Harris was right in not waiting 
for a tracheotomy if the condition progresses. He had himself had several 
such cases. 

Dr. Harris thanked Dr. Carter for his encouraging words in regard to 
the use of the direct method in removing this growth, for he did not an- 
ticipate the operation with any pleasure. The young man had a short,- 
thick neck, and it was very difficult to do anything with him; it had proved 
impossible to get a view of the larynx by the direct method. Later, he 
would report the result of his attempt at removal. Possibly he might 
resort to general anesthesia. 

DISCUSSION. 

Dr. CARTER said that he had been very much interested in the case. It 
was quite a large papilloma, of the fungoid type. He himself had pre- 
sented before the Section a case of fungoid papilloma in the larynx. The 
patient when first seen was almost asphyxiated, and he feared that he 
would have to do a tracheotomy. The growths were removed by indirect 
laryngoscopy. There are two kinds of papilloma, one of them small and 
more or less sessile; and the other, the cauliflower type. He did 
not know what had been the experience of others, but it seemed 
to him that these growths corresponded with the warts frequently 
seen on the hands of children—one kind being round and hard, 
and seldom with a pedicle; and the other a _ caulifiower-like “seed” 
wart with little particles inside. This one seems to belong to the 
“seed” variety. the growth, situated as it is in the anterior commissure, 
is difficult to remove by the indirect method. Dr. Carter has found the 
direct method of great advantage in such cases. A week ago he had tried 
to remove one similarly situated by the indirect method and could not 
touch it, but took it out by the direct method at the first attempt. The 
case was very similar to the one presented, and the growth was almost 
in the anterior commissure. 
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Report of a Case of Papilloma of Cord. Dr. Grorcre E. Davis. 

Papillomata and fibromata are more frequently met with than other 
benign tumors in the larynx; however, even these, are comparatively rare. 
Occasionally, these growths may be present for greater or less periods 
without subjective symptoms; therefore may not be discovered unless 
by accident. 

Sir St. Clair Thomson reports two cases of this nature. Moreover, the 
clinical manifestations that are present in cases of laryngeal neoplasm 
are more or less individual on account of the relations to the delicate 
voice-organs and respiratory function. 

In view of the above data and the fact that this man passed through 
the hands of one specialist and a hospital clinic without a diagnosis, | 
was prompted to report his case with observations as to method of technic 
of anesthesia and treatment. 

Mr. L. O., age 38, furrier, was seen first on Saturday, February 13. 
Patient gave a history of hoarseness since June, 1914. No pain, and 
coughed only occasionally. No dyspnea as the papilloma was sub-glottic. 
Examination by indirect method revealed a pinkish, globular, pedunculated 
tumor about 6 mm. in diameter, attached by a pedicle about 3 mm. long 
and 2 mm. in diameter to a median and under-surface of the left vocal 
cord, 2 or 3 mm. from the anterior commissure. The tumor remained 
sub-glottic save on forced expiration. 

Treatment: The pharynx was first sprayed with a small amount of 
cocain solution—4 per cent and 1 to 10000 adrenalin chlor. Then the 
larynx was anesthetized with the most concentrated cocain solution that 
could be made by dissolving cocain crystals in 1-1000 adren. chlor. This 
solution was applied by means of a cotton wound-applicator and repeated 
until the anesthesia was absolute and all laryngeal reflex abolished. 

As the tumor was small, situated wel] forward and below the glottis 
on the left cord—four factors rendering removal by the indirect method 
much more difficult according to the experience of Sir St. Clair Thomson, 
I was pleased when, with a single pass, I succeeded in removing the 
tumor in about five seconds by means of a narrow-bladed, spoon-cupped, 
biting stylett-forceps, operated through a canula with Schrétter handle. 

Sir St. Clair Thomson makes the claim that the Mackenzie forceps 
enable the operator to make the best use of his tactile sensations both 
in seizing and removing the growth. However, I disagree with this opin- 
ion on two accounts. First: The Mackenzie forceps are clumsy and heavy 
in comparison with the stylett-canula forceps; and in the second place 
we can bend the stylett-canula forceps and so adjust the angle of curva- 
ture to each individual case to render the operative field accessible wher- 
ever the tumor may be located. Obviously this is impossible with the 
Mackenzie forceps. 

Most authorities advise the introduction of the forceps closed, but ! 
believe, since we are using but one eye and consequently distances and re- 
lations are harder to estimate, the tactile sensations, particularly in the 
technic of seizing, are better conserved by introducing the foreeps open, as 
the procedure of grasping the tumor is confined to the single mechanism 


of closing the forceps instead of the double mechanism of opening and 
closing. 


2 
4 


256 SOCIETY PROCEEDINGS. 


Laryngeal Stenosis. Dr. Joun D. Kernan. 

The patient was a man, 27 years of age, born in New York, a cook by 
occupation. Family history, negative. Venereal history, negative. Previ- 
ious history, negative. 

Three years ago he took cold, which lasted for two weeks, the chief 
symptom being hoarseness; the constitutional symptoms were slight. He 
entirely recovered from this cold, but has had more or less hoarseness 
ever since. Five months ago he had an attack of “smothering,” which 
lasted one night. He entirely recovered but for a weakness, which com- 
pelled him to stop work. His hoarseness was worse thereafter. 

Four months ago, a painful swelling developed in the midline of the 
neck, anteriorly, extending toward the right side. After twelve days, it 
ruptured, with relief of the pain. The sinus persisted. Late in November, 
about three months ago, he began to have difficulty in breathing. This 
increased, and led to his coming to the Manhattan Eye, Ear and Throat 
Hospital, January 2, 1915, where he was admitted to Dr. Chappell’s ser- 
vice. 

At that time he was very hoarse and was suffering from dyspnea. Gen- 
eral physical examination, negative, except for weak and irregular heart 
action. Examination of the throat showed marked swelling of the right 
aryteno-epiglottic fold, exending to and completely obliterating the right 
pyriform fossa; moderate swelling of same parts on left side; epiglottis 
not swollen. A noticeable feature was the edema of the posterior surface 
of the arytenoids. Temperature, irregular, to about 100.5°. 

He was given mercury and K.I. increased to gr.xxx. t.id., and inhala- 
tions of oxygen. Local treatment—steam inhalations and scarification of 
edematous parts. 

For about three weeks he improved. Then, five weeks ago, he choked 
up and required a tracheotomy, which was done by the house surgeon 
under the supervision of Dr. Cocks. Since, his general condition has 
improved, he has gained in weight and strength, though he continues to 
run an irregular temperature. The local condition has possibly a little 
improved. Under suspension, he is receiving scarification and cautery 
once a week, K.I. 

The sputum tests have repeatedly been negative. Tuberculin, negative; 
Wassermann, negative, both before and after salvarsan;—also after stop- 
ping mercury and K.I. A section of the tissue about the tracheotomy 
wound shows only chronic inflammation. X-ray of chest, negative, Blood 
count: reds, 4,000,000; whites, 8,200 large; mon., 13; small mon., 20; 
poly’s, 67. Presented for diagnosis and suggestions as to treatment. 


(To be continued). 


4 
4 
q 
= 
ie 
4 
; 
: 


: 
4 
: 
i 


